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outside laboratories. A greatly expanded clinical 
research program is envisioned in the plans for a 
research hospital on the grounds of the National In- 
stitute of Health. 

A program of research grants and fellowships has 
helped by supporting cancer research in many dif- 
ferent fields of investigation throughout the U. S. 
and in two foreign countries, and by providing larger 
numbers of trained scientists to staff cancer labora- 


tories. 

To attain the second objective, the Institute is 
carrying on a cancer control program. (See PUBLIC 
HeatrH Nursinc, February 1948, p. 74.) This pro- 
gram includes grants to state health agencies and 
other agencies and institutions to enable them to 
undertake or expand cancer control programs; grants 
to medical and dental schools to provide more ade- 
quate training; a clinical traineeship program to 
provide training in cancer diagnosis and treatment 
for physicians wishing to specialize in this field; loans 
of radium to hospitals; special studies and demon- 
strations; educational activities; consultant and ad- 
visory services; loans of personnel; and stimulation of 
cancer control activities by other agencies. 

This overall program has been designed to attack 
the cancer problem on all fronts and represents the 
best that can be evolved on the basis of our present 
knowledge and experience. 


International Tuberculosis Control—“The fight 
against disease is not a national or racial problem; 
it is a task for the whole of humanity. No nation 
is safe if another nation is vanquished by disease.” 
This statement is made by Dr. Herman E. Hilleboe 
in preface to the article on international control of 
tuberculosis by Dr. Hilleboe and Johannes Holm in 
Public Health Reports, August 1, 1947. 

Tuberculosis has revised its downward trend in 
war-devastated countries and is once again, among 
the infectious diseases, the chief cause of death. 
In many areas the disease is epidemic; facilities are 
poor or nonexistent; physicians and nurses are over- 
worked and insufficient in number, and other neces- 
sary workers are few and often imperfectly trained. 
Poverty, food shortages, and political and economic 
uncertainties complicate the task. 

Present-day knowledge is such that we know what 
to do and how to do it. Now it is necessary to set 
up an inclusive and flexible pattern applicable in 
any country. One of the first pieces in this pattern 
is a knowledge of the morbidity and mortality from 
tuberculosis. In every country adequate statistical 
Personnel should be put to work on this problem 
immediately. 

Avoidance of the disease is another factor. This 
is the function of health workers, who help to 
increase human resistance by general and specific 
Measures and prevent the spread of the disease. 
Proper nutrition, healthy environment, hygienic 
living, all increase general resistance. BCG vacci- 
nation is the only practical means to increase 
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specific resistance to tuberculosis. Isolation and 
treatment of infected persons, preventive treatment 
of contacts and those whose disease may become 
infectious are measures for prevention of spread. 


No single known measure will absolutely prevent 
tuberculosis, but BCG vaccination shows real promise 
in reducing morbidity and mortality, especially in 
unprotected groups exposed to massive infection. 
In areas of great poverty, with little hope of economic 
improvement, BCG vaccination will be for a time the 
only practical device for reducing the number of 
new cases. In order to make this effective on a 
large scale, it will be necessary to establish recog- 
nized laboratories in strategic places; their function 
will be the preparation and distribution of a safe and 
effective vaccine. Quarantine can also be used as 2 
preventive measure, although it is not very effective 
where sanatorium space is unavailable. 

Case finding is the next field of activity. Mass 
x-ray is the principal method used, the photofluoro- 
graph being the principal tool for this. X-ray work 
alone, however, is not sufficient; it must be backed 
by laboratory and clinical examination to establish 
diagnosis. Case finding must likewise be followed by 
disposition of established cases according to the 
severity of the infection, by examination of contacts 
of old and newly-discovered cases, and by repeated 
examinations if exposure continues. Moreover, 
interval tuberculin testing of samples of selected age 
groups should be performed to determine whether 
the infection rate each year is increasing or decreas- 
ing. If the infection rate continues to decrease, 
repetition of mass survey is not necessary. 

Medical care and isolation of persons with in- 
fectious tuberculosis is an important element in 
control. This requires facilities for bed rest and 
chest surgery, together wtth the necessary equipment 
and personnel. 

A vital part of any sound program, national or 
international, is rehabilitation. We must keep 
people well, once their disease has been arrested. 
They must be restored to the fullest physical, mental, 
social, vocational, and economic usefulness of which 
they are capable. 

Complementary to rehabilitation is a generous 
plan of public assistance for needy families of the 
tuberculous, particularly when the diseased member 
of the family is the breadwinner. Denmark has an 
effective system of disability insurance which could 
well be followed by other countries. 

It is not possible to apply at once all of these 
measures in every country, since existing conditions 
will determine what the first steps must be. Even 
in countries with no resources the situation is not 
hopeless, but it will be necessary for the more for- 
tunate nations to assist them. 

A control program can begin with a few resources 
which can be rapidly augmented. It must be made 
plain that an effective program is an expanding one 
and is not complete until all the proved technics are 
operating toward the achievement of the objective. 


LIPPINeCOCvTMT 


VISUAL AID BOOKS 


ested methods of cate in three important subjects’ 


fu the Auld sTep by step instructions, Tul ils trated 


a quick reference on what To do aud haw todo it 


DUABE TI CARE WT ALT ORES 


by Helen osenthal BS 
frances Stern ML 
Soseph Rosenthal MD 


150 PAGES 137 ULUSTRATIONS #250 


MOTHER RIO HEEY CHREM ALTURES 
ly Louise Zabrishe RN 


Sd EDITION 203 PAGES Z29ILLUSTRNITIONS 7TABLES #250 





be RHEUMATIC 7 HEUMATIC FEVER :Muraing are in Pictures 
pain a by Sabra 8 Sadler, AN BS 


Nursing Care 1m Pictures 


APPROXIMATELY 185 PAGES, 204 ILLUSTRATIONS #350 


= 


LB. LIPPINCOTT COMPANY: 


PHILADELPHIA + LONDON - MONTREAL 





A8& In responding to an advertisement say you saw it in Public Health Nursing 





ov 


NOV 16 1940 | 


NOVEMBER 
1948 





— 











g@. PROFESSIONAL 
EDUCATION TODAY 


DonaLp P. CotTTrRELL 


8 COMMUNICABLE 
DISEASE NURSING—1948 


MARGARET SHETLAND 


@ HEALTH FACILITIES 
IN SCHOOL BUILDINGS 


W. W. Patry 


Kar_ W. BooK WALTER 





PRESENTING 
THE NOPHN 


FOR 


Tin 


WINTER B NG) 2 ? jet 
. ‘ 0 
WEAR q nursir 


GREATCOAT— fully lined 


with rayon satin 


GREATCOAT~— fully lined 
with Skinner’s “Sun-bak” 
(wool backing) 
selves 
A stunning Greatcoat, master- “Hea 


full tom-tailored of the finest ‘ healt 
U y custom-taiiored oO e tines That 


| | the g 
fabric (Cravenetted) in the new Heal 


silhouette of fitted bodice and ; four 
full flared skirt. Convertible 


100% wool (navy-blue) whipcord 


collar. 


Extra zip-in-or-out red wool lining ADDRESS 


See moe ee) ts Ae 
Extra detachable hood of matching my HEIGHT 


for zero weather 


whipcord with red wool a WEIGHT 
DRESS SIZE 


Hopkins Tailoring Co. \} ene o« 


Enclose deposit of $20. 
107 W. FAYETTE ST. © BALTIMORE 1, MD. <orhancge thoy 


Press of Thomas J. Griffiths Sons, Inc., Utica, N. Y. ae 





-! 


kc sidh sich she dik euch Siti seme esau de isa tei ain aia 


v 


PUBLIC HEALTH NURSING 


Oficial Organ of the National Organization for Public Health Nursing, Inc. 


Our National Pocket Book 


HELP BUILD a healthy America through 
the promotion and improvement of public 
health nursing services. .. . 

To improve the quality of public health 
nursing and education for it... . 

To foster efficient relationships between 
public health nurses and all other persons and 
groups interested in the public health. ... 

To maintain a central bureau of “informa- 
tion, reference, and assistance” in matters per- 
taining to public health nursing. . 

Thus did our Founders 36 years ago draw 
the blueprint for the organization which has 
guided the development of the public health 
nursing movement in the United States and 
promoted the interests of its practitioners. So 
essential have public health nurses made them- 


selves that Raymond B. Fosdick said recently, » 


“Health work succeeds or fails as the public 
health nursing services are good or poor.” 
That they shall not be less than the best is 
the goal the National Organization for Public 
Health Nursing has strived to reach for almost 


four decades, and we say pridefully, with . 


s considerable success. 

There is still a vast task to do. There are 
1050 counties and 23 cities with no full- 
time public health nurses at all. In very few 
counties or cities anywhere does the number of 
public health nurses reach the ratio. of 1 
nurse to 2,000 population. Many communi- 
ties are guilty of an extravagant misuse of 
professional public health nursing time. Indi- 
vidual nurses need all the help they can get 
toward better salaries, better working con- 
ditions, better preparation for the job. 

What can NOPHN do about it? The Ex- 
ecutive Committee of the Board of Directors 
meeting early in October spent several hours 
in discussion of figures presented by the 
Finance Committee, and of the lack of dollars 
in the face of overwhelming national needs. 
Here are some of the areas demanding atten- 
tion: 

More service to individual nurses in solving 
on-the-job problems 


More field service to member agencies and 
to communities which want to organize public 
health nursing services 

‘Extension of the activities of NOPHN’s 
four specialty sections 

Help to our State Organizations in the pro- 
motion of local and state programs 

Nationwide representation on committees 
with the funds to help finance their travel and 
program needs 
~ Part-time industrial nursing with a staff 
specialist to help agencies selling services to 
industry 

A Negro nurse on the staff to assist in the 
solution of special problems of Negro public 
health nurses 

Study of advanced courses in public health 
nursing in order to develop sound methods for 
their evaluation 

Urgently needed studies, based on investiga- 
tion by trained observers sent to the spot,— 
of changing case loads, combination agencies, 
the ratio of public health nurses to population 
under varying conditions, bedside nursing by 
health departments. 

These are only a few of the important 
questions and problems which constantly re- 
cur in any budget discussion. NOPHN has 
made great contributions to the public health, 
her accomplishments remarkable in relation 
to the amount of money she has ever had to 
spend—money which has come from four 
sources (1) members—individuals and agen- 
cies (2) contributors (3) reimbursement for 
services and (4) grants for special purposes, 
from foundations and other groups. Not 
including $110,000 in specially earmarked 
funds, NOPHN received in 1947 in round 
numbers $176,000 as follows: from individual 
members 18 percent of this amount; from 
agency members, 27 percent; from con- 
tributors 15 percent; in reimbursement for 
services including Pustic HEALTH NuRSING 
Magazine, 38 percent; from royalties and 
interest, 2 percent. In this same year 
NOPHN spent $6,000 more than the total re- 
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ceived. The deficit was paid out of NOPHN’s 
reserve funds. 

Figures for 1948 are not yet completely 
tabulated but a deficit is expected. Figures 
projected for 1949, and considered by the 
Executive Committee at the October meeting, 
anticipate a deficit. Reserves have been 
slender; they have been saved for a “rainy 
day” but “rainy days” have occurred fre- 
quently during war and postwar years, with 
the result—the Committee’s dilemma. Should 
NOPHN because of the urgency of unmet 
needs dip into the bottom of the national 
pocket book? The Committee has decided 
to do so next year. 

Our condition is not hopeless because 
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pocket books are refillable. The loyalty of 
our members who constitute practically one 
half of all the public health nurses in the 
United States and the 1,000 general members, 
and their willingness last June to increase dues 
to meet the needs of the national organiza- 
tion; the growing sense of responsibility on 


the part of agency members to pay the full ie 
fee specified in the national by-laws; the } 
growing number of official agencies paying | 


sustaining service fees,—all these factors give 


promise that important work need not be | 


curtailed, that it may go forward in even 
greater volume regardless of the form of 
national structure and any new name which 
may be adopted for its sponsorship. 


One Organization 


Noes MEMBERS want one organization 
provided lay members can have full par- 
ticipation in areas of the public interest. 
Eighty-one percent of individual and agency 
members who voted said “yes” to the question, 
“Do you approve of asking the Committee 
on the Study of Structure of National Nursing 
Organizations to plan for one national nursing 
organization, if one acceptable organization 
can be developed which will include nursing 
service and nursing education interests and 
full non-nurse participation, except in speci- 
fied areas which should be controlled by 
professional nurses?” 

As of October 25, 1445 individual members 
had sent in their votes. Of these 81 percent 
voted “yes;” 18 percent “no;” and 1 percent 
replied “‘no decision.” Of 46 agency members 
voting, 76 percent said “yes;” 24 percent 
“on” 

The question quoted above was formulated 
on the floor by the 700 NOPHN members 
attending the NOPHN Biennial Business 
Meeting in Chicago on June 4, 1948. It was 
voted that the question should go to the entire 
individual and agency membership for referen- 
dum vote. The proceedings of the meeting 


were reported in detail in the August Pustic 
HeattH Nursinc and a copy sent to all 
NOPHN members on August 26 together with 
President Ruth Hubbard’s analysis “Let Us 
Think Before We Vote” and arguments on two 
sides of the problem “Sometimes Compromise 
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is Needed” and “I Vote No” by Margaret G. 
Arnstein and Elizabeth G. Fox respectively. 
The first deadline for reply was set for 
September 15 which proved impracticable be- 
cause of slowness of the mails. The October 
Magazine announced an extension to October 
20 which turned out to be meaningless because 
a misshipment of paper caused delay in get- 
ting this issue off the press. So that members 
shall not be utterly frustrated, be it now 
known that NOPHN will receive and count 
votes and comments up to December 15. 

Through comments appended to their votes, 
308 members have further clarified their de- 
sires in regard to national structure. Of these 
253 stated that their “yes” vote was con- 
ditional upon full non-nurse participation. 
Another 32 were willing to accept limited lay 
participation if this proved to be a necessary 
condition to general agreement on one organ- 
ization. One organization for “professional 
nurses only” was desired by 31. Two organ- 
izations,—one for nurses and one for nurses 
and non-nurses—were specified by 73, with 
added remarks about possible functions. 
Nineteen more commented variously on other 
structure problems: for example, national 
registration for nurses; full participation in 
the new structure by Negro nurses; need for 
more study; relative importance of nurse 
unity and lay participation; possibility of 
combining professional journals; and _ the 
dangers in too much centralization. 








Wil 


tN 





he ) 


en 


ich 


for 


ber 
ber 
use 
et- 
ers 
ow 
unt 


tes, 
de- 


ese | 


on- 
ion. 
lay 
ary 
an- 
nal 
an- 
rses 
ith 
ons. 
her 
nal 


for 
irse 
of 





ly. 
be- i 




















Obligations of Professional Education Today 


By DONALD P. COTTRELL 
Dean, College of Education, The Ohio State University 


our great service occupations has been a 

thrilling phenomenon to observe, for it 
has always been one of the best evidences of 
the success of the essential principle of the 
liberal, democratic way of life. It is no 
accident that the concept of the profession 
has thrived only in those parts of the world 
where at least some semblance of freedom has 
prevailed. A profession is a voluntary asso- 
ciation of people devoted to the promotion of 
human welfare through the practice of an 
art based upon scientific skill and understand- 
ing. No peremptory decree or arbitrary act 
of dictation can create a profession, although 
as recent history has shown, it is a simple 
thing for an autocrat to destroy one. Pro- 
fessions come into being through the efforts 
of the members of an occupation to build 
their work upon a firm foundation of expert- 
ness and to see to it that their common effort 
benefits society. 

The United States has been a haven for 
such developments, particularly in the past 
century when technology has released man- 
power to be devoted to the enhancement of 
the qualitative conditions of everyday life. 
We have had no particular corporative for- 
mula for the promotion of the professional 
standard of health care, of legal procedure, 
of the education of our people, of spiritual 
ministry, or of scientific advance. Our social 
system, however, has placed a premium upon 
the creative effort of the individual and has 
constantly favored those groups of people 
who would show better ways of meeting the 
needs of all of the people for improvement 
in the standard of life. It is true that the 
so-called learned professions of theology, law, 
and medicine are no upstart callings, but their 
professional character, in the present day 
sense of the term, is the product of relatively 
recent years when the preparation of their 
members has been divorced from commercial 
or narrow, special interests and placed within 
the framework of our universities. 


T GROWTH to professional status of 
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Systematic provision of education for the 
professions, public in character, is the key to 
their advancement. In education, as in life 
generally, we reap what we sow. If the profes- 
sions are to continue to develop an ever higher 
quality of service to the people, professional 
education must be planned and conducted with 
due regard to the developing needs of society. 
Thus it is appropriate to inquire as to the 
principal obligations of education for each of 
the professions in the light of contemporary 
conditions. These obligations are three in 
number, as I see them, (1) to provide a sup- 
ply of workers at a defensible level of com- 
petency to meet the reasonable requirements 
of society for the particular service (2) to 
guarantee the technical, scientific, and artistic 
proficiency of all practitioners above a deter- 
mined minimum and (3) to lay a basis for 
and to foster the emergence of leadership 
among all practitioners, both in the improve- 
ment of the practice of the profession itself 
and in bringing the special contribution of 
the profession to bear upon the general social 
situation of the time. Let us examine each 
of these obligations in some detail. 


Adequate Supply of Workers 


e THE PAST the provision of an adequate 
supply of professional workers has tended 
to be left rather largely to the general opera- 
tion of the factors of supply and demand in 
the economy, with training facilities at one 
time largely on a proprietary basis and mar- 
ginal or submarginal trainees allowed to drift 
off into less remunerative but more readily 
available fields of service. Preparation for 
two world wars has in recent years empha- 
sized the unreliable character of this method 
and the development of higher standards of 
service has today practically eliminated the 
profit-seeking training schools from the pro- 
fessional fields. We have come to realize that 
professional education has too vital a connec- 
tion with the public welfare to be left to such 
unplanned and unregulated procedures. To- 
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day the overall needs for doctors, dentists, 
and nurses are being calculated and govern- 
ment assistance has been made available to 
meet these needs. While we have not yet 
come to the point of similarly studying and 
planning for the needs in engineering, law, 
theology, and the like, such a program is 
doubtless not far from realization. 

In the totalitarian states such planning is 
done entirely by governmental authority and 
has all the fallibility of arbitrary authority in 
any field. In the democratic society it is of 
the greatest importance that the problem be 
dealt with in terms of the participation of all 
informed and interested groups and that a 
minimum of government regulation be util- 
ized. There is nothing in the nature of de- 
mocracy, however, that necessitates that such 
matters be dealt with inefficiently or unin- 
telligently. On the contrary, there is every 
theoretical reason why the democratic ap- 
proach should accomplish better results, in 
the long run, and it is our responsibility to 
make it do so. 


I" DEMOCRATIC provision for meeting the 
professional needs of our society through 
education is to be effective, the following 
considerations should be borne in mind: 

In the first place, it must be recognized 
that an estimate of the need for a certain 
number of professional workers in a given 
field represents a judgment based upon cer- 
tain assumptions in relation to a number of 
variable factors. One variable factor is the 
nature of the service to be rendered by the 
professional worker. If dentists were to do 
all of their own laboratory work, our need 
would be for a greater number of dentists 
than if an adequate supply of technicians 
were available to release a part or all of the 
time devoted by dentists to that aspect of 
their professional responsibility. If fully 
trained lawyers must do all of the abstracting 
of titles to property, our need for lawyers is 
a different thing from what it would be where 
trained legal clerks might do a part of the 
abstracting. Another variable factor is the 
price at which the service may be obtained. 
Hard as it may be to believe, our people will 
use a certain amount of medical service at a 
given price and definitely more at a lower 
price, in the same way as they do with clothes, 
transportation, and even particular items of 
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food. Thus we see that one consideration 
tending to encourage the increased use of the 
insurance principle in payment for medical, 
surgical, and hospital services in recent years 
is the effort of the people to establish some 
kind of security with respect to the price of 
such services. Another variable factor is the 


* overall distribution of professional workers 


with respect to geographic location. We are 
familiar with an oversupply of medical work- 
ers in certain particular metropolitan centers 
while there is a dearth of such service in less 
populated areas. The same is frequently true 
of other fields as in teaching at present. Over 
a period of time, the theory has been, the 
service will tend to distribute itself, with 
supply and demand governing price, and the 
lowering of price in a given area driving work- 
ers into other and higher priced areas. Such 
would possibly be the case in a strictly free 
economy, but we do not have a strictly free 
economy, as everyone knows, and the read- 
justments do not automatically take place. 
Thus the estimate of the need for professional 
services must be made upon the basis of some 
assumption as to the nature of the actual 
controls, deliberate or fortuitous, that will 
determine the distribution of workers and the 
allocation of a given supply of workers to a 
given geographical area. One hardly need 
point out the role of education as a means of 
control in this connection. The influence of 
education has fréquently been demonstrated 
in the supply of scientifically trained person- 
nel, at a purely nominal annual income to the 
individual worker, to the various fields of 
foreign missionary work under the auspices of 
churches. A fourth variable factor is the 
length of tenure of workers in their occupa- 
tions. One of the lesser but nevertheless real 
reasons for the present shortage of teachers 
lies in the sharp increase in the marriage rate 
among young women in the past few years 
which has diverted a considerable number of 
persons trained for teaching into home-mak- 
ing. This particular factor has had a double- 
barreled effect in increasing the population of 
children to be educated in the schools with a 
reduced teaching force. One of the means 
by which we were able to cushion the effect 
of the recent war in reducing the supply of 
medical service on the home front was to press 
back into service physicians who were already 
retired or were proposing to retire. Thus a 
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vapid turnover in the tenure of workers, while 
it does not affect to a great degree the esti- 
mate of the need for a certain number of 
workers at a given moment, does affect the re- 
placement schedule and the number that must 
be kept in training. 

As we become aware of the number of 
variables that have to be taken into account, 
it is perhaps a wonder that we have ever been 
able to make anything approaching a reliable 
estimate of the number of professional workers 
to be trained. Couple with the variable eco- 
nomic factors the effect of major evolutionary 
or fortuitous changes, such as the development 
of new specializations in medicine and other 
fields, the establishment of a whole virtually 
new field of administrative law during and 
after the depression of the early ‘thirties, or 
the complete replacement of the old system of 
law by a new Soviet law after the October 
Revolution in the Soviet Union, and you have 
a very difficult situation for prediction. On 
the other side of the ledger, however, we have 
such factors as the stabilizing effect of the in- 
stitutionalization of certain forms of profes- 
sional service, the surprising adaptability of 
well trained workers in developing new com- 
petencies as their fields develop and the rela- 
tive consistency of a curve showing the pro- 
portion of the national income devoted to 
payment for professional services as a whole. 

The important thing to be borne in mind is 
that we do in any case, in effect, make a 
judgment of the need for professional service 
when we accredit schools and admit or reject 
students and that it is a major responsibility 
of professional educators to make this judg- 
ment upon as intelligent a basis as possible. 
The public has a right to expect that those 
who hold the power to determine the amount 
of professional service to be made available 
should make that determination with as many 
of the relevant facts at hand as are procura- 
ble. We have only begun to discharge this 
responsibility in certain fields. 


[* THE SECOND place, we should bear in 
mind that when educators undertake to de- 
termine the amount of professional service to 
be provided they are exercising a public 
function. It is first of all the business of all 
the people to say how much professional 
service they want and are willing to pay for 
and only secondarily, a matter of our own 
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business as professional workers. We are 
collectively under obligation to serve the in- 
terests of all of the people before we take 
into account our own special interests. 

This is a touchy point, for it involves the 
potentiality of a conflict between the general 
public interest and the interest of a special 
group. Unfortunately, experience in the past 
shows pretty clearly that self-interest of 
special groups is very hard to hold in check 
and to subjugate to a higher good. It is as 
plain as the day is long that, within certain 
limits, the number of professional workers 
that are trained determines the economic 
opportunity of each worker and therefore 
that preservation of jobs for any particular 
group at a predetermined rate of pay depends 
upon controlling the entry of trainees. Cer- 
tain skilled trades learned this long ago and 
today seem to be reaping the harvest of their 
vision in the form of security of employment 
and high wages. Meanwhile the public waits 
in line for its service and pays the price 
demanded. Is it too much to ask that the 
profession should look at the matter some- 
what differently? The essential process of 
the building of our professions to their 
present high status has been based upon a 
different principle. We have not laid down 
demands to be met in a bargaining process. 
We have offered services on their merits and 
taught the people to value them highly. We 
have constantly striven to get the public to 
absorb more professional service because it 
would improve the quality of life. If we do 
not continue this selfless approach, in my 
opinion we shall be demeaning our profes- 
sional status. Consequently, in the nature 
of the case, we should serve the public in a 
technical and advisory capacity in this matter 
of determining the amounts of professional 
service to be made available and we should 
leave the final decision, within the limits of 
the standards of minimum competency which 
we alone can judge, in the hands of demo- 
cratic public authority. 


I THE THIRD place, it must be borne in mind 
that planning to meet the needs for profes- 
sional service is necessarily a continuous 
process involving periodic readjustments to 
meet changes in the variable factors men- 
tioned above. One of the reasons for the 
great unemployment in the professions during 


537 





the depression years of the nineteen-thirties 
was education’s failure to make prompt 
changes in the training schedules. This is an 
exceedingly difficult thing to do because it is 
only human to permit young people to utilize 
a period of economic depression as a time to 
secure training for their possible service in 
the hoped-for period of economic revival. 
This is particularly true when one realizes 
that economic depression means not only less 
professional service to be consumed but also 
less goods to be manufactured and less money 
to be spent by the consumer in all fields. 
Consequently the need is emphasized for 
planning of professional services to be articu- 
lated as intelligently as possible with planning 
of production in all fields. Indeed, the poli- 
cies of planning for professional services are 
frequently basically influenced by general 
social considerations as is shown in the war- 
time production of our present shortages of 
technical and scientific personnel because of 
a general policy of very limited deferment of 
eligible individuals from military service. In 
this connection it may be noted that con- 
tinuous planning for the professional fields 
may well contribute importantly to the for- 
mation of the general social policy relating 
to the use of manpower in war and peace. 

In the fourth place, it must be borne in 
mind that what we do in professional schools 
in undertaking to provide an adequate supply 
of workers through admissions practices, 
curriculum provisions, evaluation procedures, 
and the like, will itself have an effect upon the 
long-term chances of continuation and de- 
velopment of the professions. If we should 
make nursing a very hard field to enter, for 
example, without at the same time gaining 
some assurance of proportionally high com- 
pensation for those who do enter and qualify, 
we would tend to discourage recruitment 
over a period of time. Similarly, if we should 
make nursing a very easy field to enter and 
at the same time endeavor to hold the price 
of nursing service at a high level we would 
encourage many to enter for reasons of per- 
sonal economic advantage and we would 
consequently assume the important responsi- 
bility of selection in terms of high standards 
of qualification. Again, if we should make 


nursing easy to enter and do nothing to in- 
fluence the maintenance of standards of 
compensation for workers, we would tend 
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to lower the standards of qualification over a 
period of time and would probably also tend 
to decrease the security of employment of 
workers with all of the consequences of rapid 
turnover in the field. Thus it is evident that 
our educational policies operate to maintain 
or disturb a delicate balance of forces which 
are associated with the continued prosperity 
of the profession. 


Technical Competence of Workers 


H° SHALL WE determine upon a Satisfac- 
tory minimum level of competency of 
professional workers which shall be the basis 
of our recommendation for their certification 
to practice? This is one of the most difficult 
questions that we face in professional educa- 
tion. We realize at the outset, of course, that 
any judgment that we make has its effects 
upon the ultimate supply of workers as dis- 
cussed above. What are the factors that 
operate in forming this judgment? One 
factor certainly is the stage of advancement 
of knowledge, skill and artistry in the pro- 
fession at a given time. Fifty years ago, for 
example, very little was known systematically 
about the science and art of teaching and 
members of this profession were certificated 
upon what is now regarded as a very partial 
basis, namely, their mastery of a branch of 
human learning, which they were presumed 
to be able to transmit to others, simply be- 
cause they themselves possessed it. There 
are some present members of the teaching 
profession, chiefly occupying positions at the 
college and university level, who will still 
deny that the profession of teaching possesses 
any more knowledge of the science and art 
of teaching today than fifty years ago, prob- 
ably because they themselves do not possess 
it. The more alert artist teachers, however, 
recognize that their profession has advanced 
materially in this respect and in fact, cer- 
tification today requires considerably greater 
competency than formerly. It is still a matter 
of judgment as to how much of what we now 
know should be required of the beginning 
practitioner. Another factor that influences 
this judgment is the amount of life earning 
that can be expected as compared to the in- 
vestment of the worker in his own education. 
This factor tends to be diminished in influence 
as we move further toward the payment of 
the full cost of professional education from 
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public funds. A third factor influencing our 
judgment is the efficiency of the training 
process. We have learned something from 
the military services in this respect. They 
materially increased the efficiency of the 
teaching of certain subjects, notably those 
involving special skills, by means of carefully 
studying that teaching to discover better 
ways of doing it and supplying generously 
the needed visual and auditory aids to learn- 
ing. If similar improvements in the efficiency 
of professional education could be made 
generally we could doubtless reduce the over- 
all time requirements for professional educa- 
tion or keep the same time and increase the 
standard of competency. 

Generally speaking our judgments of mini- 
mum competency to be required are rather 
loose judgments. We make our standards as 
high as we think we can get away with them. 
But our thinking as to what we can get away 
with has been notably lacking in definitive 
quality in many fields. How can this think- 
ing be improved? The answer again is that 
by careful study of the proposed standards 
in terms of their justification by experts in 
the professional fields and their effects upon 
the development of the professions concerned 
we can materially improve our practices. 
Until we promote such study on an organized 
basis in each profession we shall probably 
continue to operate largely by rule of thumb. 

The question may well be raised as to who 
should be responsible for such study. In some 
professions certification of practitioners is 
more largely a government function than in 
others. Should government be fully respon- 
sible for setting standards? In a democracy 
what is government but the organized com- 
munity operating in theyinterest of the com- 
munity with the specialized help of all quali- 
fied groups in making decisions as intelligently 
as possible? The real responsibility for 
assuring qualified professional practitioners 
must in the nature of the case be largely 
shouldered by the organized professions 
themselves, with government only entering 
the process to assure that the public interest 
prevails. 

The public interest requires that entering 
members of the professions be properly quali- 
fied and that all members of the professions 
continue to be qualified as long as they 
practice. In this connection the evidence will 


OBLIGATIONS OF PROFESSIONAL EDUCATION 





539 


show that the organized professions have been 
delinquent in their responsibility. We have 
allowed the assumption to prevail that once 
certified a practitioner remains properly 
qualified unless he commits a crime or is 
guilty of moral turpitude. We have known 
full well, however, that some of our members 
have degenerated because of lack of drive to 
keep alert or because our fields have grown 
so rapidly that they were unable by their own 
efforts to keep abreast of this growth. We 
have been so greatly concerned to assure 
continuity of tenure for our members that we 
have either thoughtlessly or wilfully over- 
looked the question as to whether all members 
continued to merit their tenure. Continuity 
of tenure is a virtue and a blessing, but it 
cannot be supposed so completely to outweigh 
such other blessings as the confidence of the 
public in the high competency of professional 
people that we neglect to cherish it in proper 
perspective. If we are to keep our house in 
order and our fences mended we must give 
much greater attention than we have in the 
past to the periodic or continuous reevalua- 
tion of the effectiveness of professional prac- 
titioners and supply our own methods, based 
upon the collective authority of each of the 
professions, for the elimination of incom- 
petent or unsatisfactorily competent mem- 
bers from our own ranks. 


NE OF THE PROBLEMS that we have not 
fully solved is that of how to evaluate 

the professional competency of an applicant 
for certification. Many of our professional 
curricula have been built in such a way as to 
make such evaluation exceedingly difficult. 
For example, we have tended largely to sepa- 
rate the theoretical or academic training from 
the practical training on the job. Under this 
type of curriculum pattern about the ouly 
measure of the qualification of the student in 
his theoretical fields is a measure of verbal 
memory of the materials of the field. We 
now know enough to realize that such a 
measure usually has only a slight bearing upon 
the actual proficiency of the worker in assum- 
ing his responsibilities. Moreover, under this 
type of curriculum, the measure of the on-the- 
job qualification of the worker tends almost 
inevitably to be taken in terms of purely overt 
action, with little consideration being given 
to the underlying reasoning that may animate 


the worker in performing such actions. Ob- 
viously what we need, from the standpoint 
of the drawing of reliable predictive judg- 
ments of the professional competency of the 
worker, is a more organic curriculum in which 
the thinking and the acting of the student 
can be trained and guided at the same time. 
This is a great deal to ask and there will be a 
multitude of objections that it is imprac- 
ticable but nevertheless we have by no means 
gone far enough in our study of this objective 
to dismiss it as unattainable. Our efforts to 
improve evaluation procedures have been fur- 
ther hampered by other conditions such as 
outmoded concepts of the statistical distribu- 
tion of examinees with respect to a given 
measure of ability and a tendency to use only 
gross measures that actually involve undis- 
criminated multiples of professional abilities, 
and sometimes nonprofessional abilities, as 
well. A considerable amount of additional 
study lies before us if we would satisfy our- 
selves of the full reliability of our evaluations. 


Development of Leadership 


N ADEQUATE SUPPLY of technically com- 

petent workers is not enough for the 
professional schools to satisfy their obligation 
to the community. The very continued ex- 
istence of the professions themselves is not 
thus assured and the potentialities of the 
professions for social service are not thus 
realized. We must so recruit, train, and 
certify our students that we can legitimately 
expect that from their number will arise 
those who can carry the leadership of the 
professions in the years ahead and who will 
speak with the authority of the professions 
in the counsels of public policy. 

This raises a very difficult problem of pro- 
fessional education, namely, to determine 
upon the nature of leadership ability and the 
source from which it derives. We must con- 
fess that we do not know the solution to this 
problem as yet. Are our present best leaders 
ones whom we or others could have identified 
while they were students as prospective leader- 
ship material? Has their success as leaders 
been attributable to the nature of the profes- 
sional education which they received? If so, in 
what degree? Has it been attributable in any 
degree to the circumstances which surrounded 
them when they served as practicing mem- 
bers of the profession? If so, what circum- 
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stances seemed most directly to be associated 
with their emergence into leadership roles? 
What particular qualities do they possess 


which seem most directly associated with F 


their leadership ability? 
qualities developed? 


have a basis upon which to go deliberately 
about the production of leaders. Until then 
what, if anything, can we do? It would seem 
that the best ground we have to stand upon 
is to build a program of experiences during 
the period of professional education which 
is deliberately calculated to draw each and 
every student into a leadership role at certain 
times and in certain ways. The best we know 
is that people learn leadership by leading and 
by practicing that art. Not all will succeed, 
obviously, and it will not be easy to find ways 
to give all students a try at the business, but 
we must scrutinize the sequences of our cur- 
riculum to do the best we can. 

Improving professional education with a 
view to the development of latent leadership 
potentialities of all students will not come 
about automatically through efforts of indi- 
vidual professional teachers to do better 
teaching. The production of leaders seems 
quite clearly to be an organic process involv- 
ing a composite of particular conditions and 
forces. The question is not, therefore, how I 
as a professional teacher can do something 
that will favor the emergence of leaders in 
my classes, but rather how we professional 
teachers and professional practitioners in the 
field can together work out a program that 
will give us some promise of success along 
this line. Professional schools probably can- 
not solve the problem alone, but with the 
addition of favorable laboratory situations in 
the field there is some hope that we may 
succeed. In any case it will call for educa- 
tional experimentation. We might as well 
get accustomed to that idea and cease to raise 
the roof when a professional school proposes 
no longer to offer just the same sequences of 
courses and requirements that made us what 
we are today. Significant experimentation in 
professional education today cannot generally 
be done within the four walls of the profession- 
al school. It requires the cooperation of the 
entire guild of practitioners to give both the 
school and the student the feeling of security 
necessary to the prosecution of a genuinely 
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experimental program of professional educa- 
tion. I would hasten to add, before leaving 
the question of educational experimentation, 
that none of the foregoing remarks was in- 
tended to dampen the enthusiasm of any in- 
dividual teacher of professional students for 
improving his own classroom methods, tech- 
nics and procedures. Such improvement is 
sorely needed in higher education and would 
greatly increase the efficiency of our present 
program. 


UT WE MAY NOT SUPPOSE that the advance- 
ment of a profession can be brought about 
without the cooperation of the general public. 
Our great universities, with their many pro- 
fessional schools, have not been built simply 
because professional people wanted them. 
These institutions have come about because 
large masses of people have been brought to 
see the need for them. Large public expendi- 
tures for higher education, whether in the 
form of tax exemption for endowed or philan- 
thropically supported institutions or in the 
form of legislative appropriations for capital 
and current expenditures are obtained only 
when a sound case is made for them to the 
citizens over a period of time. Further neces- 
sary expenditures for the enlargement and 
improvement of professional education will 
only be obtained when we are able to convince 
the public of their wisdom. Every profes- 
sional worker has a leadership part to play in 
this effort. Every professional person is a 
public relations officer for his calling. If he 
works in the public interest he is succeeding 
in this phase of his responsibility; if he takes 
unfair advantage of any citizen in any way 
he is failing in this charge. It is important 
that professional education provide the stu- 
dent with a full analysis of his relations with 
the public and develop in him the personal 
qualities and abilities that will enable him to 
act properly in terms of these relations. We 
are not always effective in this aspect of pro- 
fessional education. Many students, for ex- 
ample, go through school failing to realize 
what proportion of the actual cost of their 
education has been borne by the general 
public. No professional student today pays 
the full cost of his education from his own 
private funds and most students are very 
heavily subsidized. If this subsidy is ac- 
cepted without the student feeling any sense 
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of obligation to the community for the oppor- 
tunities he has enjoyed, his professional edu- 
cation has been inadequate. This phase of 
the program reaches far beyond the conven- 
tional subject matter of professional ethics. 
It involves a grasp of the place of the profes- 
sion in the life of the community and definite 
training and experience in facing problems 
arising in this relationship with a view to their 
statesmanlike solution. 


orien WE may well examine the general 
civic responsibility of the professional 
worker to see whether it can be better dis- 
charged. One of the common fallacies about 
democracy is the assumption that because 
each citizen has but one vote, therefore all 
citizens have equal influence upon the desti- 
ny of the community and equal responsi- 
bility for that destiny. It has always been 
true in those societies where freedom of 
expression has prevailed, and presumably it 
must necessarily be true, that the influence of 
a man upon his fellows is to a considerable 
degree determined by the appeal of his ideas, 
the logic of his arguments, the soundness of 
his knowledge, the skill of his persuasion, and 
the manifest profundity of his wisdom. These 
are not all, to be sure, since wealth and station 
are seldom entirely eliminated, but in general 
a man’s power is correlated with his actual 
education, formally or informally acquired. 
The moment a man’s legitimate influence is 
acknowledged he assumes a responsibility for 
the influence that he wields. Each man stands 
on his own record and must answer for his 
acts. Thus it would seem that those among 
us who have the advantages of greatly ex- 
tended formal education must expect to 
shoulder more than the average share of re- 
sponsibility for leadership in connection with 
public policy. The attitude of the public 
seems to be in general conformity with this 
idea since it usually appears that professional 
people enjoy a position of considerable re- 
spect among their fellows. If this respect is 
legitimate, it must constantly be proved. 
Frequently, but not always does this proof 
seem to be forthcoming. When Hitler pro- 
posed to take over the power of the state in 
Germany he made his platform quite clear. 
That platform contained many provisions 
obviously inimical to the sound interests of 
the learned professions, but members of those 
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professions raised no voice in protest. They 
felt no responsibility to do so, since they had 
been reared in the strange belief that govern- 
ment was a specialized responsibility of a few 
and was no concern of theirs. This was 
clearly a defect in their professional education 
as many of them now belatedly realize after 
the long and tragic experience of the war. 
When the question of the control of atomic 
energy was first raised several years ago in 
the United States, however, it was encourag- 
ing to note the clarity with which our great 
scientists responded to the call upon them for 
a statement of their position. They discharged 
their responsibility at the time for leadership 
in relation to a vital question of public policy. 
The record of professional activity in this 
field is neither so black abroad nor so pure 
here at home as the two illustrations might 
indicate, but the necessity for professional 
education is clear. Our graduates must be 
prepared to assume their civic responsibilities 
with due regard to the fact that their oppor- 
tunities for civic leadership have been su- 
perior to those of many of their fellows and 
impose a special sense of obligation. 

How shall we assure this type of effective 
civic education among professional workers? 
This question is a very controversial one in 
professional education today. Doubtless that 
means that we ought to be experimenting with 
it more than we have done. There are those 
among us who contend that civic education 
is no proper concern of the professional 
school. These people advocate a sound gen- 
eral education as a prerequisite to professional 
education, thus seeking to “free” the profes- 
sional school for what is regarded as its 
“unique” contribution to the total educational 
economy. Such a theory would seem to be 
more credible if the responsibilities of the pro- 
fessional person in the community should sort 
themselves out more neatly into the two dis- 
crete categories. Unfortunately, however, a 
great many of the possible contributions of 
professional workers to the discussion of pub- 
lic questions cannot be understood until pro- 
fessional education has been undertaken and 
it would then be too late to have them cared 
for as a part of the purview of the general 
educator. 

Other members of our fraternity contend 
that general education for civic leadership is 
a pretty futile thing at best and therefore 





PUBLIC HEALTH NURSING 


542 


efforts in this direction are of no consequence. 
These people seem merely to be interested 
that students should have attained a certain 
largely chronological maturity when they en- 
ter upon their professional studies and believe 
that after this point selection will yield those 
who are fit and eliminate the others. There 
is all too much evidence of the ineffectiveness 
of general education, but this position would 
seem to be almost completely a defeatist one 
and therefore have little appeal to those who 
seek energetically to improve the quality of 
our professional graduates. Still other people 
seem to believe that since professional educa- 
tion is set in a civic context there is no ef- 
fective role for the general educator and the 
only solution will lie in the extension of the 
time for professional education to do the job, 

It is evident that we have not yet arrived 
at a satisfactory curriculum pattern for the 
civic education of professional people and 
further study of the problem, accompanied 
by the trial of experimental plans is very 
much in order. The need for new vision in 
this respect is being emphatically impressed 
upon us every day as our world grows smaller 
and the survival and extension of democratic 
patterns and principles of life become more 
urgent and perhaps more difficult. The inter- 
national aspects of professional education 
may in the future assume as vital importance 
as purely local considerations have custom- 
arily done in the past. 

In conclusion it may be noted that while 
professional education has many unclaimed 
frontiers in its effort to prepare workers fully 
to assume their obligations, there is no neces- 
sity for undue self-effacement at the present 
time. The professions in the United States 
may be said without fear of contradiction to 
have developed to a stage of maturity and in- 
tegrity that is matched nowhere else in the 
world. With the leadership in our ranks and 
the morale among our membership that are 
now evident we may well expect that the next 
fifty years will see the scaling of new heights 
of scholarly accomplishment and’ public 
service. Through constant attention to the 
improvement of the policies and practices of 
professional education such a result can be 
brought about. 





Presented at the celebration of the fiftieth an- 
niversary of the Frances Payne Bolton School of 
Nursing, Western Reserve University, June 18, 1948. 
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By MARGARET 


are giving renewed attention to com- 

municable disease nursing. Present 
methods and technics require review and 
analysis in light of today’s developing knowl- 
edge of how diseases are transmitted and con- 
trolled. 

Many states have revised regulations con- 
cerning the control of communicable diseases 
basing these changes on the findings of a sub- 
committee on communicable disease control 
of the Committee on Research and Standards 
of the American Public Health Association. 
The whole intent of the new regulations is to 
allow for more intelligent handling of com- 
municable diseases with a minimum of un- 
necessary inconvenience to families. 

For example, the evidence of carefully con- 
ducted research that quarantine is not an 
effective public health measure in the control 
of certain communicable diseases is substan- 
tiated by review of statistics which show that 
appreciable declines in the common com- 
municable diseases are related to the develop- 
ment of immunizing agents or improved sani- 
tation rather than quarantine. 

People have grown to have confidence in 
outmoded control measures. We cannot hope 
to erase easily the faith in quarantine built 
up through the centuries, nor can we who are 
professional workers discard the procedures 
that seem to the people we serve to represent 
safety and security until we develop confidence 
in newer approaches. Community education 
becomes of primary importance. The shift 
from rigid to liberal controls must be ac- 
companied by thoughtful and effective com- 
munity education to prevent panic and criti- 
cism of the health department. 

It is important that nurses do not give the 
idea that less rigid controls mean that com- 
municable diseases are less important. A child 
with a communicable disease is a sick child 
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and should have the best available medical 
and nursing care. Isolation of any child who 
appears ill, not only for the protection of 
others but also for his own welfare, needs 
constant interpretation to teachers and par- 
ents. 

Renewed emphasis must be placed on help- 
ing families plan for immunization of their 
children. Here, too, much has been learned 
in the last few years that seems in conflict with 
what we thought we knew previously. Nurses 
as well as parents and teachers are confused. 
The fact of rapid change is shocking to some 
nurses although change should not be too 
difficult a concept to accept for persons living 
in the Atomic Age. Interpretation should be 
in terms of what is known today, with the 
understanding that~ new evidence may be 
forthcoming tomorrow. With this point of 
view the nurse, parent, or teacher does not 
become confused when she learns that three 
doses of toxoid are being administered today 
although one was considered adequate a short 
time back. With the development of multiple 
antigens and with the extensive research in 
this area, it is necessary that a nurse avoid 
specific recommendations unless such a course 
of action is definitely advised in writing by 
the physician. The nurse’s function is to 
interpret the need for immunizations and to 
help the family make plans for securing these 
at the proper times. 


Hoe: tia IN treatment as well as apparent 
changes in the diseases themselves call 
for review of nursing services accompanied by 
appropriate community education. Are nurs- 
ing visits to communicable disease patients 
made where they are most needed and most 
effective? There are many questions we need 
to answer in planning and many clues that 
can be used in answering them. One is the 
seriousness of the problem in terms of deaths, 
complications, or disability. Balanced with 
that is the status of our knowledge of preven- 
tion and cure. An example that could be 
considered is the need to weigh the importance 
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of scarlet fever visits against visits to patients 
with measles or whooping cough. Scarlet fever 
has become a relatively mild disease with 
complications reduced by modern : therapy. 
Parents in general fear scarlet fever and are 
likely to secure medical care. While there 
may be serious sequelae their cause is not 
understood well enough to institute a definite 
program of prevention. Should we consider 
shifting our emphasis from home visits to 
parent and teacher education toward planning 
medical examinations after recovery? 

On the other hand, measles and whooping 
cough are diseases that present great hazards 
to the younger children. Too many parents 
are as yet uninformed as to the value of medi- 
cal care for these diseases and it is not uncom- 
mon to hear even a thoughful mother say that 
she thinks it is better for a child to haye 
measles when he is little. But we have specific 
agents for prevention and modification of these 
diseases. Would we be using our time to the 
best advantage during epidemics to visit homes 
where there are infants and preschool children 
susceptible to measles and whooping cough 
to be sure parents know what can be done? 
Such programs combined with public edu- 
cation have proved valuable. 

These are only some of the questions that 
must be answered to determine whether nurs- 
ing time in communicable disease services is 
spent most effectively. Before they can be 
answered, every community situation needs to 
be analyzed in terms of incidence, type and 
amount of medical care, other resources, and, 
most important, community attitudes. 

This brings us to the question of isolation 
procedures. Much room is left in the new 
regulations for professional judgment by the 
nurse. This fact is upsetting to some: nurses 
who would like the security of specific, definite 
regulations. It is an opportunity to test our 
professional status. One of the accepted 
criteria for a profession is that its members 
draw from a body of professional knowledge 
that requires individual judgment and re- 
sponsibility in its application. If we claim 
professional status we must also accept the 
difficult responsibility for making nursing 
decisions based upon professional judgment in 
applying the broad policies and principles that 
guide communicable disease control. 

Public health nurses studied. the new com- 
municable disease regulations which had been 
adopted in their state. The suggested. manual 
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material which follows was developed from 
this study: 

Nursing care of the patient with a com. 
municable disedse is based upon the same 
principles that govern all nursing care: 

. Safety of patient, family, nurse, and community 
. Effectiveness of treatment 

. Comfort of patient 

. Economy of time, effort, and equipment 

. Teaching value 

. Finish and smoothness of work 

. Adequate basis for medical responsibility 

However, experience indicates that the fol- 
lowing points need special consideration in 
dealing with communicable diseases: 

1. All nursing procedures and all informa- 
tion given by any nurse should be based upon 
the regulations of the local health department. 
The regulations of a state department of health 
are minimum and any local health department 
can add to the restrictions. Every public 
health nurse should understand the regula- 
tions and the reasons for local variations. A 
well informed staff can do much toward bring- 
ing about better public understanding of 
changes in controls. 

2. The primary purpose of communicable 
disease nursing care, like all nursing care, is 
to contribute to the recovery of the patient 
and his family from the physical and emotional 
effects of his illness. 

3. The prevalence of undiagnosed cases and 
carriers of many diseases makes it necessary 
for the nurse to care for every patient in a way 
that lessens the possibility of the transmission 
of organisms from one person to another. 
Therefore, nursing procedures should always 
be safe. For example, if double thermometer 
washing is indicated in the care of the patient 
with a diagnosed communicable disease, then 
it is equally important to follow this procedure 
with all patients. 

4. The value of isolation in many instances 
lies in the protection it gives the patient. The 
patient needs to be protected from organisms 
which may be brought to him particularly by 
children, and which would complicate his 
illness. In most of the acute communicable 
diseases, isolation has not been demonstrated 
to be an effective measure of controlling 
spread. This is particularly true of scarlet 
fever, measles, chicken ‘pox, and whooping 
cough. The nurse should be careful in inter- 
preting the value of isolation to parents so that 
they do not rely upon this alone and fail to 
take advantage of other more effective meas- 
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ures of protecting their children, such as 
gamma globulin for measles and hyperimmune 
serum for whooping cough. It is important 
too, that the nurse avoid an emphasis on 
isolation that will be traumatic to the mother 
if a’ second child: becomes ill. 

5. It is probable that the most effective 
teaching of isolation procedure is that done 
by the nurse in individual and group contacts 
with mothers before sickness occurs. In these 
contacts the nurse can emphasize the value 
of early isolation of every child who shows any 
symptoms of illness. She can also emphasize 
parental responsibility for keeping children 
with any symptoms of illness, rashes, et cetera, 
away from school. 

6. No isolation procedures can be effective 
unless they are simple enough to be thoroughly 
understood by the person giving care in the 
home and ‘practicable enough to be carried 
out easily with the equipment and facilities 
in that home. The nurse should remember 
how long it took her to learn communicable 
disease technic in a hospital when she tries 
to teach the essentials to a busy mother. 

7. Isolation procedures are based upon the 
following considerations: 


a. The nature of the organism causing the disease, 
such as: 

(1) How it leaves the body of the person having 
or carrying the disease. Procedures for isolation of a 
patient with typhoid fever will be different from 
those for a patient with scarlet fever. 

(2) How it enters the body of the exposed person. 

(3) The conditions under which it lives. An ex- 
ample is the fact that most organisms, including the 
streptococcus, spirochete, and gonococcus, die quickly 
when exposed to air while the tubercle bacillus is 
protected by a capsule in which it may live for 
long periods of time. 

(4) The method by which it travels from person 
to person. 

(a) Direct contact. The method of contact is 
important here. For example, syphilis and gonor- 
rhea are rarely transmitted except by intercourse 
or in the case of syphilis by a mother to her un- 
born baby and in the case of gonorrhea, during 
childbirth. Nurses should avoid becoming alarmed 
over the possibility of spread of these diseases by 
food handlers and others who meet the public. 
In tuberculosis the disease is usually transmitted 
to household contacts over a period of time. Nurses 
can do much to calm public opinion about the 
tuberculosis patient who is occasionally seen in a 
public place. ? i 
’ (b) Indirect contact. Milk and water are im- 
portant for certain diseases such as streptococcic 
diseases and typhoid. 


(c) Airborne infection. It is important to re- 


member that it is probably impossible to prevent 
the spread of certain diseases, particularly those 
caused by a virus, such as measles, chickenpox, 
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‘and mumps, to susceptible household contacts 

even with the most careful technics. Therefore, no 

mother should be given the idea that she can do 

this and other plans should be made to protect 

the person to whom the disease is particularly 
- dangerous. . 

b. The home situation: 

(1) Amount of exposure that has already taken 
place. For example, it may be very harmful for the 
nurse to emphasize isolation in a family with a newly 
diagnosed tuberculosis case awaiting hospitalization. 
The family is usually too worried about other things 
at this time and if the patient is to be home only a 
few more days probably little is accomplished in an 
already exposed household by instituting isolation. 

(2) Susceptibility of various members. 

(3) Variation in danger of the disease to various 
members. For example, ordinarily there would be 
little point in trying to protect healthy school age 
children from such diseases as mumps and German 
measles. 

c. Methods of modifying and preventing the 
disease. In diseases where there is an available 
preventive or ameliorative agent, such as in whooping 
cough, diphtheria, and measles, parents should be 
informed of the various possibilities so that they 
will plan with their physician for the best method of 
protecting each child. 


SUGGESTED PROCEDURE FOR THE ISOLATION OF 
A PATIENT WITH A COMMUNICABLE DISEASE 


The preceding statements suggest the need 
for emphasis upon flexibility and practica- 
bility in isolation procedures in the home. 
The following procedures are offered with 
the hope that each situation will be individual- 
ly appraised and necessary modifications, 
based on the principles previously outlined, 
will be made. It is necessary for the health 
department staff to work out with other public 
health nursing agencies general modifications 
that are consistent with the interpretation and 
application of the current state regulations 
for the control of communicable diseases. 

Interpretation of isolation. Every person 
with a communicable disease should be sepa- 
rated from other persons as completely as the 
facilities of his home will permit. This 
should be done as soon as symptoms of com- 
municability apppear, even before diagnosis. 
because this is the most communicable stage. 

While a separate room is always advisable, 
in some situations a separate bed will be all 
that is possible. If the patient must share a 
room with others, an attempt should be made 
to select non-susceptible members of the 
family; preferably adults. Every attempt 
must be made to reduce contact by keeping 
others, particularly children, out of this room. 
Tn most instances, child contacts may attend 
school with this type of isolation because the 








number of carriers and undiagnosed cases of 
the childhood diseases limits the efficacy of 
quarantine as a method of control. 

It is believed that isolation reduces the 
danger of complications. Therefore, it is 
advisable to attempt to separate children even 
when they have the same disease. It must be 
recognized that this is not possible in many 
households and the nurse should be careful to 
avoid worrying parents unnecessarily. 

With present treatment of many diseases 
such as scarlet fever the patient recovers 
rapidly and there is a difficult problem of 
keeping child patients quiet. In such cases it 
may be more desirable, if care is taken to keep 
other children away, to allow the child to lie 
on a living room davenport where he can play 
quietly and perhaps listen to a radio, rather 
than have him feeling restless and isolated in 
his room. 

Interpretation of the term isolation in de- 
ciding whether contacts must be excluded from 
school and work involves consideration of all 
of the above factors and judgment based on 
knowledge on the part of the nurse. Experi- 
ence suggests that isolation of contacts has 
little effect on the number of cases. In one 
large city it was found that discontinuing ex- 
clusion of child contacts from school had no 
influence on the number of cases of scarlet 
fever even when no effort was made to deter- 
mine the effectiveness of isolation at home. 
This city has much overcrowding so that it 
would be safe to assume that many of the cases 
shared rooms or even beds with the child con- 
tacts. Many times it will be necessary to con- 
sult the school health director about individual 
cases. It is advisable to spend sufficient time in 
explaining this to teachers and parents to 
insure their understanding and cooperation. 
The role of the parent and teacher in observ- 
ing every child before he is permitted to 
mingle with others needs frequent interpreta- 
tion. 

Body discharges. Body discharges are 
second to direct contact as a potential means 
of transmission of disease. The nurse can 
help the family plan for disposal of discharges 
and excreta. Even a young child can be 


taught to cough and expectorate into tissue, 
fold it, and place it in a bag without soiling 
his fingers. 
burned. 

In typhoid fever, infantile paralysis, and 
the dysenteries, special care must be taken 


The bag can then be carefully 
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in cleansing the bedpan and other utensils, 
If an approved toilet is not available it may 
be necessary to mix stools and urine with 
chlorinated lime (2) teaspoonsfull to a pint 
of water) and allow to stand for two hours. 

Hand washing. It is rarely desirable to 
set up special handwashing facilities. The 
person giving care should be instructed to 
wash her hands immediately under running 
water with plenty of soap after any contact 
with the patient. There is not sufficient 
evidence to indicate that organisms live on 
faucets to justify the use of paper squares in 
turning them. 

A scrub setup in the room is likely to defeat 
the purpose of cleanliness because of the 
temptation of a busy housewife to use the 
same water repeatedly. 

An apron kept by the door to be used for 
any close contact with the patient is sufficient 
protection. This apron is put on when enter- 


ing and removed when leaving the room and | 


is necessary only when the procedure involves 
close contact with the patient. 

Food and dishes. Care should be taken 
that leftover portions of food and liquid are 
not left where children are likely to get at 
them. Food, particularly milk, makes a fine 
culture medium. Wrap securely and burn 
any leftover food that cannot be placed in the 
toilet. 

The careful washing recommended for all 
dishes is usually sufficient. It may be advis- 
able for the nurse to demonstrate careful 
scraping and washing with friction and par- 
ticular attention to danger spots such as the 
rims of cups and bowls of spoons. Dishes 
washed in this way in hot water and a deter- 
gent, rinsed with boiling water and allowed 
to dry, are safe. If the nurse thinks the mother 
would not wash dishes correctly it is unlikely 
that boiling would be done effectively either. 
It is important for the nurse to avoid making 
the mother feel her housekeeping is being 
criticized. This usually can be done by ex- 
plaining that nurses have learned much about 
safe dishwashing from engineers. 

In some cases of tuberculosis it may be 
necessary to boil dishes because of the nature 
of the tuberculosis organism. This is believed 
to be necessary only when there is known to 
be positive sputum. 

Unnecessary boiling of dishes dissipates the 
efforts of the housekeeper, frequently results 
in the serving of unattractive trays, and some- 
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times places unnecessary barriers between the 
patient and other people, which may be detri- 
mental to his adjustment, particularly in 
tuberculosis. 

Linen. Careful washing of linen in hot 
soapy water with the family laundry is usually 
all that is needed. Care should be taken not 
to leave contaminated linen lying around. 
Most laundries will take this linen if it is 
marked. 

Draperies, books, toys, et cetera. It is 
neither necessary nor desirable to strip a 
sickroom. The patient should have the things 
around him that will make him content. These 
things later can be used safely after they are 
aired for several hours or washed with soap 
and water. 

Concurrent and terminal cleansing. Ordi- 
nary cleaning of the room and furniture, air- 
ing, and washing with soap and water, are 
sufficient. Special attention should be paid 
to pillows, blankets, and other articles that 
have been in close contact with the patient. 

Nurse’s bag technic. The bag technic used 
by the nurse should be safe at all times be- 


, cause of the prevalence of undiagnosed dis- 


eases. Therefore, her technic will not vary 
from that established by the agency for other 
care. 

Nurse’s gown. While there is no evidence 
to indicate that diseases are transmitted by the 
apron unless it is grossly contaminated with 
sputum or excreta containing the organism, 
most nurses feel safer if an extra gown or 
apron is used. It probably is more important 
to keep a fresh apron for visits to infants 
than to be concerned about the gown on a 
usual communicable disease visit. 

Nurse’s mask. There are no reliable data 
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as to the amount of protection afforded either 
the nurse or the patient by the use of a mask. 
In the absence of such information, each 
nurse or agency must exercise judgment based 
on common sense. Ordinarily the care needed 
to prevent the mask technic from being 
dangerous is a deciding factor against its use. 
It may, however, seem advisable to use a mask, 
particularly in cases of tuberculosis where 
there is a highly positive sputum and where 
the patient is unable to cooperate. It may 
seem advisable also to use a mask to protect 
the patient if the nurse has an upper respira- 
tory infection. This is particularly true in 
caring for mothers and infants and persons 
with low vitality. 

If a mask is worn it should be worn only 
once, discarded into a paper bag without 
touching the mask surface, brought back to 
the office in a separate container, and boiled 
before laundering. 


The whole problem of isolation precautions 
reminds one of Robert Frost’s ‘Mending 
Wall.” You remember how the writer and 
his neighbor were mending the wall and how 
the writer questions the need for it: 

“He is all pine and I am all apple orchard. 


My apple trees will never get across and eat the 
cones under his pines.” 


But the neighbor will not change, and the 
writer says: 
“Before I build a wall I’d like to know 


What I was walling in or walling out 
And to whom I was like to give offense” 


Let’s be sure the “walls” we erect really 
contribute to sound purposes in public health 
nursing. 


THE AMERICAN JOURNAL OF NURSING FOR NOVEMBER 


Nephritis in the Adult . . . Alexander Leaf, M.D. 
Nursing Care in Nephritis . . . Eileen Manahan 


Hlohinec, R.N. 

Underlying Causes of Heart Disease . . . Laurence 
B. Ellis, M.D. 

Nursing Care in Pulmonary Edema . . . Barbara 
Chapman Rothwell, R.N. ; 

Better Care for Our Older Patients . . . Geneva 


Feamon, RN. 





The Dietary Requirements of Aging Women... 
Margaret A. Ohlson, Ph.D. 

The Two Inseparables—Nursing Service and Nursing 
Education . . . Ruth Sleeper, R.N. 

The Meaning of an Economic Security Program .. . 
J. Paul St. Sure 

From Hospital to Home Nursing . . . Harriet Frost, 

R.N., and Theresa I. Lynch, R.N. 

















Facilities for Health in Public School Buildings 


By W. W. PATTY anp KARL W. BOOKWALTER 


schools for the health education of pupils 

under their care is assumed here. The 
humanitarian and economical advantages of 
such a function are likewise recognized by 
the authors. The full assumption by the 
schools or the recognition of the full import 
of their duties in this regard are not a matter 
of record, however. One reason for inadequate 
services is lack of facilities. 

As Nash* has so aptly stated, the health 
of the whole child is based upon four factors: 
removal of drains (health service), removal 
of strains (healthful school environment), 
teaching of health habits (health instruction), 
and the development of power (physical edu- 
cation). These goals with their indicated 
appropriate programs are all necessary in a 
complete and unified education for health. 
Each program has its particular facility needs. 
For convenience, it is the purpose of this 
article to discuss only the school health serv- 
ice facilities. 

By health service facilities are meant those 
spaces, structures, and fixtures essential to 
the program which aims to discover health 
status by periodic health examination, to 
inform parents of defects found, to educate 
parents and children as to preventive measures 
and early signs of disease and defect, and to 
assist in the correction of remedial defects.’ 
The essential units in such complete facili- 
ties, in alphabetical order, are dental clinic, 
doctor’s office, dressing room, examination 
room, isolation cubicles, nurse’s office, psycho- 
logical clinic, rest rooms, toilet, waiting room, 
and wash room. Before discussing the details 
and specifications for such rooms some basic 
principles will be outlined. 


y= RESPONSIBILITY of the public 
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PRINCIPLES FOR PLANNING HEALTH FACILITIES 


Spaces, structures, and fixtures alone do 
not assure functional, effective utility. This 


is the overall criterion of adequate health § 


facilities. Number, size, and type of con- 
struction aid in rendering a unit of facility 
adequate but the following principles should 
be followed if adequate facilities are to be 
assured. 

Accessibility: The health facilities should 
be readily, conveniently, and directly acces- 
sible to the persons served and to the service 
personnel. ‘There is occasional debate as to 
the location of the health clinic. Some say 
the health records should be available to the 
guidance officials. Others say that the locker 
and other facilities of the physical education 
plant should be adjacent to the health clinic. 
While both may be true at times or under 
certain circumstances, the complete health 
clinic will tend to be self-contained and any 
location convenient to parents, pupils, and 
school personnel is satisfactory. If certain 
facilities are not indigenous to the health 
service area then they should be readily 
available. The availability of the clinic for 
pre-school or summer round-up without un- 
necessary access to the entire building should 
be possible. 

Beauty: Health facilities should be at- 
tractive but not gaudy and should inspire 
appreciative treatment. The forbidding 
atmosphere of the hospital—sterile of beauty 
as well as of germs—is not conducive to 
proper attitudes toward health service and 
should be avoided. Variety of soft tones of 
color, suitable flooring, comfortable furnish- 
ings, and proper lighting contribute to beauty. 

Departmentalization: The related health 
areas and functions should be in a functional 
unit or clinic. This makes for more effective 
service to children and working of personnel. 
When essential units, such as locker or dress- 
ing space, are widely separated, the ad- 
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ministration is more difficult and there are 
some justifications for dissatisfaction with 
the health service rendered. 

Economy: Cost in time, energy, and money 
should be held to the minimum compatible 
with effective and comfortable service. Mod- 
ern doctors are accustomed to convenience 
and their best services are rendered under 
such conditions. Duplicate facilities are 
frequently unnecessary but multiple use of 
certain facilities such as office space, rest 
rooms, and toilets may be carried to extremes 
such that no functional use attains. Again, 
cold concrete floors, barren walls, crowded 
spaces giving no privacy, and inadequately 
lighted work areas do not contribute to health 
service. At times the omission of essential 
facilities (e.g. health record files) vitiate ex- 
pensive outlays for other needed spaces or 
fixtures. 

Flexibility: Increase in range and amount 
of service given or subsequent decrease in 
function should be readily or economically 
possible. The use of non-bearing walls for 
partitions or the access to an adjacent health 
classroom are examples of such possibilities 
when increased school enrollment or peak 
load make such expansion desirable. 

Isolation: The elimination of odors, noises, 
and moistures, the segregation of groups re- 
quiring privacy, and the exclusion of un- 
desired persons from any area of the clinic 
should be automatic and effective. Since the 
“stripped examination” is the preferred pro- 
cedure the examinee should be assured of all 
privacy desirable. Rest rooms should be com- 
pletely quiet, the toilet and wash room should 
be positively ventilated, and conferences with 
child and parent should be assured privacy. 
Cubicles for suspected cases of communicable 
diseases serve this principle. 

Safety-H ygiene-Sanitation: These criteria 
of plant and personnel must be duly considered 
in the provision, arrangement, and mainten- 
ance of health facilities. Adequate lighting; 
control of traffic; hand washing, bathing and 
toilet facilities; washable walls and flooring; 
soundproofed rest rooms, positive ventilation 
and maintained temperature control are each 
essential practices in conformity with this 
principle. 


Supervision: The oversight, control, and 


management of services and personnel should 
be facilitated by departmentalization, by 
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visibility, and by accessibility. 
persons not involved in the department pro- 
cedure should also be impersonally effected. 

Utility: The services rendered by the health 
clinic necessitate adaptability of the service 
facilities to multiple use and flexibility of 


Isolation of 


arrangement. Each unit should be adequate 
for its intended purpose. For example, the 
lighting and length of the examination room 
should permit of reliable vision testing. Also 
the soundproofing should permit of reliable 
individual hearing testing and for mass pro- 
cedures of the screening process. The ad- 
jacent health instruction classroom should 
be convertible to a dressing or auxiliary ex- 
amination room, and should serve its basic 
function by being adequately equipped for 
instruction by audio-visual aids. 

Validity: Facilities must be in accord with 
program needs, scientific facts, and legal re- 
quirements. Proper lighting, proper length 
of examination room, maintained desirable 
temperature, available fire escapes, and ade- 
quacy of units for peak load are examples of 
characteristics which render a health clinic 
adequate for its intended purposes. 


SOME RECOMMENDED STANDARDS FOR SELECTED 
CRITERIA FOR ALL ESSENTIAL UNITS 


Ceiling and walls should be sound-absorbing 
and void of glare, tinted in light green, cream, 
or buff. 

Dental chair and sterilizer should be equip- 
ped with electrical, water, and waste con- 
nections. 

Eye chart should be electrically lighted with 
separate control for each line. If a Snellen 
Chart or comparable chart for testing nor- 
mality of vision be used, it should be lighted 
uniformly by an electric light. The light 
should have an opaque reflector between the 
source of light and the examinee to prevent 
glare before the eyes of the examinee. The 
reflector would cast a diffused illumination of 
constant intensity over the chart irrespective 
of the variations in intensity of natural or 
artificial light in the room that might occur. 
An intensity of lighting on the chart of 15 
foot candles is recommended. 

Floor should be coved and covered with 
heavy linoleum or asphalt tile. 

Lighting should be both natural and arti- 
ficial if possible with a minimum of 15 foot 
candles in offices and examination rooms. 
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The lighting in the waiting room should be 
subdued (5 to 10 foot candles) to provide a 
restful atmosphere. Brightness balance should 
be assured by window shades and color used 
in the room. 
Minimum Sizes: 
of examination room 12 feet by 24 feet 
of offices 8 feet by 12 feet 
of rest room 6 feet by 8 feet 
of waiting room 8 feet by 12 feet 

There should be a telephone in the health 
clinic, preferably in the nurse’s office. 

Ventilation should be provided by both 
window and unit ventilation in primary units. 
Toilet should have forced draft ventilation to 
separate outlet. 

Water, hot and cold, should be on tap in 
the wash bowl in the toilet room and in the 
bathroom. 

Window space should be one fourth to one 
fifth of the floor space. 


A LAYOUT OF THE SCHOOL 
HEALTH SERVICE UNIT* 


This exemplary school health service unit is 
accessible and available for use outside of 
school hours for occasions such as well-baby 
clinics, clinics for expectant mothers on Satur- 
days, and for the annual “summer round up.” 
It is located on an outside wall, along a cor- 
ridor near a main entrance to the building, and 
capable of being completely isolated from the 
remainder of the building by locking a door in 
a permanent partition in the corridor of the 
school building just to the left of the exit 
from the health service unit. When the school 
is in session the mere unlocking of the door 
in the partition makes the health service unit 
an integral part of the school plant, accessible 
to pupils and staff through the corridors of 
the building. 

This health service unit provides a “pro- 
fessional” atmosphere making for efficiency 
in the work and thus creating confidence on the 
part of the students. It includes an adequate 
waiting room, individual offices for members 
of the staff with provision for flow of traffic 
through three offices, individual isolation units 


*The principles and specifications for this ex- 
emplary layout are those of the senior author of 
this article. The actual drawing, to scale, of this 
plan was done by Joseph Hamilton. Jesse K. Rash 
assisted with the interpretation of the layout. The 
latter two contributors are graduate assistants to 
the authors. 
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for students with signs of communicable dis- 
eases and a larger unit for non-communicable 
cases, and a separate toilet and bath. 

Provision is made for special phases of the 
school health service such as the examination 
of large numbers of students by allowing for 
a continuous flow of traffic with no “back- 
tracking” but without resorting to long hall- 
ways and by allowing for dual use of such 
rooms as the examination room and the isola- 
tion units or dressing rooms. 

Features to be especially noted in this lay- 
out may be summarized as follows: 


1. The unit is accessible from outside into an 
independent area, shut off from the other portions 
of the building when school is not in session 

2. A pleasant waiting room for pupils and other 
patrons provides an atmosphere conducive to 
preventing the development of undesirable nervous 
tensions while providing privacy for health con- 
ferences and examinations in the offices near by. 

3. An exit separate from the entrance, not oniy 
adds to speed and efficiency when large numbers* 
are being dealt with, but also prevents patients who 
may have become unduly nervous while being ex- 
amined or counselled from communicating their 
condition to those awaiting their turns in the re- 
ception room. 

4. The large examination room not only serves 
for vision testing and phases of the examination 
procedure in which privacy is not essential, but 
also serves as a thoroughfare to the exit from the 
offices of the nurse, the doctor, and the dentist. 

5. A bathroom and toilet are essential in a healta 
service unit in case of emergencies. Separation of 
bathroom and toilet expands the utility without 
significantly increasing cost of construction. They 
are located by the ‘outside wall of the building in 
order that proper ventilation may be provided. 

6. The intensity of illumination is constant for 
vision testing irrespective of variances in natural 
daylight. 

7. The doctor, the dentist the nurse or other school 
staff members may leave offices, isolation cubicles, 
or examination room without disturbing those wait- 
ing in the reception room. 

8. An economy and efficiency feature is that the 
cubicles used ordinarily for isolation of pupils who 
are ill, may be used for removing clothing prepara- 
tory to examination or for private examination rooms. 


The construction of this health unit is in 
harmony with recent architectural develop- 
ments including provision for adequate heat- 
ing, lighting, and ventilation, and construction 
along standard units (four foot units) to 
allow for ease and economy of construction 


* It is not to be inferred that the authors sanction 
“gang” examinations. A plan of pupil examinations 
by appointment, with parents invited to be present, 
is recommended. Emergency examinations and 
first aid must, of course, be given as and when 
needed. 
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and to facilitate future alterations which may 
become necessary to meet changing needs of 
the school. 

The full provision of these units will depend 
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upon the school level and size and extent of 
service and the possible multiple use of ad- 
jacent facilities such as those of the physical 
education department. 
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SPECIAL GRANTS TO PUBLIC 


HE NOPHN Statistical Service is at present analyz- 

ing income and expenditure data from the 1948 
Yearly Review. A preliminary survey was made of 
the 247 nonofficial and 31 combination agencies 
replying, to see how many reported income received 
as grants or payments from special groups such as 
cancer committees, infantile paralysis chapters, 
tuberculosis associations, and other similar groups. 
It was found that 89 of the 247 nonofficial agencies 
and 15 of the 31 combination agencies, or a total of 
104 agencies, reported income from one or more of 
such groups. 

The sources most often reported were tuberculosis 
associations, with 52 agencies receiving such in- 
come. Forty-three agencies reported income from 
cancer committees or special cancer foundations or 
funds; and 35 reported money from _ infantile 


FACTS ABOUT NURSING, 


HE 1948 epiT1on of Facts About Nursing, revised to 
T include the latest available data on important 
developments in the field of nursing, is being pub- 
lished this month by the ANA. 

Contents of the new booklet have been reorganized 
under new chapter and section headings for more 
convenient reference. In addition, a brief text ex- 
plaining the significance of current trends and point- 
ing out the highlights in the various tables has been 
added at the beginning of each section. 

An important feature of the new Facts is an esti- 
mate of the number of professional nurses in the 
United States for 1948 which is broken down by 
geographic area, and field of nursing. Other new 


additions are a chapter on the activities and purpose 
of each of the six national nursing organizations 
and the Red Cross, and a list of sources of other 
studies concerning nursing which have been pub- 
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7 Williams, J. F. and Brownell, C. L. The ad- 
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HEALTH NURSING AGENCIES 


paralysis chapters and crippled children’s organ- 
izations. Two agencies reported income from the 
Planned Parenthood League; 1 from a special 
children’s fund; and 1 from a nutritionist fund. 

The amount of income from tuberculosis asso- 
ciations varied from $29 to $49,170; from cancer 
committees, from $6 to $6,510; from infantile 
paralysis and crippled children’s associations, from 
$3 to $10,212. 

In addition to the 104 agencies reporting actual 
amounts received in 1947, there were some agencies 
which did not report such sources of income, but 
stated that they expected income from these special 
groups in 1948. This would seem to indicate that 
more of the local chapters of the special groups were 
making use of the public health nursing facilities in 
their areas. 


1948, NOW AVAILABLE 


lished recently or are in progress. The section on 
vital statistics included in former editions has 
been omitted from this book. 

The new edition also contains a wealth of in- 
formation on distribution, counseling and placement, 
and employment conditions of nurses which has 
been collected from the American Hospital Asso- 
ciation, the American Medical Association, the 
United States Public Health Service, the American 
Red Cross and various federal agencies. Additional 
material was provided by the statistical departments 
of the national nursing organizations which co- 
operated in compiling this book. 

Facts About Nursing, 1948 will be of considerable 
interest to writers, lecturers, educators and economists, 
as well as to nursing and allied professions. Copies 
are available from the American Nurses’ Association 
at 35 cents each. 
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A State Field Physical Therapy Program 


By NORMA PFRIMMER, R.N., anp ESTHER GILLETTE 


State Department of Public Health has 

been demonstrating the value of a field 
physical therapy service as part of the state- 
wide public health program. In this program, 
the physical therapists have been taken out 
of the hospital and placed in the home of the 
patient where they have provided skilled 
supervision and instruction to the patient and 
his family in carrying out treatment recom- 
mended by the physician. ‘The State De- 
partment of Health is of the opinion that the 
physical therapist should be part of an or- 
ganized local health department along with 
the public health nurses, sanitarians, social 
workers, and health educators. 

Prior to the establishment of this service 
in 1946, the only physical therapy available 
was in physical therapy departments in hos- 
pitals located in Denver, Colorado Springs, 
and Pueblo. This meant that patients recom- 
mended for physical therapy had to be trans- 
ported across the state and plans had to be 
worked out for hospitalization, convalescent, 
or foster home placement, with the resultant 
emotional trauma which frequently occurs 
from long institutional care. 

When the poliomyelitis epidemic of 1946 
produced 930 cases, these hospitals were 
crowded far beyond capacity and many pa- 
tients were dismissed earlier than they might 
otherwise have been. In spite of this, there were 
some 140 patients who were never hospitalized. 
It was recognized by the Crippled Children 
Section that local physical therapy service for 
these patients was just as important as local 
public health nursing service. Therefore, the 
State Department of Public Health requested 
the National Foundation for Infantile Paraly- 


D URING THE PAST two years, the Colorado 





Miss Pfrimmer is orthopedic nurse consultant and 
Miss Gillette, physical therapy consultant, in the 
Crippled Children Section of the Colorado Depart- 
ment of Public Health, Denver, Colorado. This 


article is the third in a series on the place of the 
physical therapist in a public health nursing program. 
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sis to supply and finance the state with enough 
physical therapists to care for patients in their 
own communities. Thus the field physical 
therapy program came into being and by 
September 1, 1946, seven physical therapists 
had been assigned to areas covering the entire 
state. When the emergency period had sub- 
sided, the State Department of Public Health 
asked the National Foundation to continue to 
finance this program on a demonstration basis, 
which it has done up to the present time. 

In the development of this program, the 
objectives have been to demonstrate: 

1. The effectiveness and workability of 
the field service physical therapy program 

2. The value of continued physical therapy 
for patients upon hospital dismissal and for 
those never hospitalized 

3. The importance of a public health con- 
cept on the part of the physical therapist in 
teaching the patient and his family how to 
carry out recommended treatment 

4. The effectiveness of a field service pro- 
gram within a state agency where there is 
close correlation between public health nurs- 
ing, physical therapy, medical social, re- 
habilitation, and educational services 

5. The reduction of hospitalization period, 
thus minimizing the devolpment of emotional 
hazards with resultant behavior problems due 
to long separation from the home 

6. The quality of home care can be equally 
as good as that provided by long periods of 
hospitalization. 

The basic philosophy of the function of the 
therapist in this type of a program is no dif- 
ferent from that of the public health nurse; 
that is, her individual treatment of the pa- 
tient is not as important as her ability to 
teach a member of the family how to carry 
out the treatment and to stress the impor- 
tance of doing this regularly between her 
visits. 

CASE LOAD AND TREATMENT 
This service is made available on medical 





referral to all patients regardless of age or 
financial status. The case load had developed 
and is expanding through various sources 
of referral, such as hospitals reporting dis- 
missals to the Crippled Children Section, 
orthopedists referring patients seen in Crip- 
pled Children Section clinics, or private 
physicians referring directly to the physical 
therapist or to the local health department. 
Personnel of other agencies, such as _ local 
health and welfare departments and schools, 
are helpful in finding patients who could 
benefit by this service. All patients, regardless 
of the channel of referral, are known to the 
local public health department as well as 
the Crippled Children Section. 

At the beginning of the program, services 
were limited primarily to the acute poliomy- 
elitis patients. As the emergency period 
passed and the program became better known, 
it was found that patients with other diagnoses 
were being referred for care. Due to the 
fact that this service is a part of the pro- 
gram of the State Department of Public 
Health, treatment of these other conditions 
is encouraged. As of August 1, 1948, the 
total case load of patients receiving physical 
therapy is 972, of which 462 are poliomyelitis 
patients and 510 are patients with other 
diagnoses. One fourth of the patients with 
other diagnoses are cerebral palsy cases. 

The number of treatments per patient per 
month varies. The extent of service to individ- 
ual patients depends upon: 

1. Medical recommendation 

2. Capability of the patient and his family 
to carry out treatment as demonstrated by 
the physical therapist 

3. Accessibility of the therapist or treat- 
ment center 

4. Case load and size of territory of the 
therapist. 


DEVELOPMENT OF TREATMENT CENTERS 


As the therapists were assigned to areas, 
the offices of the local public health depart- 
ments were used as headquarters. In coun- 


ties having no local public health nursing 
service, headquarters were usually in the of- 
fices of the local department of public wel- 
fare. 

When the program was new, most of the 
patients were seen by the therapists in their 
It was soon realized that there 


own homes. 
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was a need for treatment centers. Thirty- 
two of these have been established in various 
places according to local resources, such as 
public health nursing offices, department of 
public welfare offices, schools, courthouses 
and, in one instance, space in the Elk’s Club 
House, which includes the use of the pool. 
In another area, the use of a college pool has 
been made available. These treatment cen- 
ters have been equipped with treatment 
tables, mirrors, lamps, steps, and the like, 
by various civic organizations, local health 
departments, and individuals interested in 
the program. The advantages of the use of 
the treatment centers are: 

1. The therapist can see more patients 
in a given time 

2. It enables closer concentration on treat- 
ment by the patient and parent as there 
are fewer distractions than in the home 

3. The equipment is usually better suited 
to giving treatment 

4. It tends to promote a closer working 
relationship between the therapist and public 
health nurse when centers are located in the 
health department offices. 

It has been the policy of the Crippled 
Children Section for the therapist to make 
at least one visit in the home, preferably early 
in the course of treatment, to determine the 
availability of facilities for carrying out recom- 
mendations. Return home visits are made 
when indicated; for example, when there is 
illness in the home, or when there are no 
facilities for transportation, or when the 
family or the patient does not yet realize the 
importance of carrying out recommendations 
and repeated home visits are necessary for 
teaching purposes. There is a strong feeling 
on the part of some of the therapists that 
home visits are preferable for patients with 
certain conditions, especially those afflicted 
with cerebral palsy. 
mental in securing special equipment for 
these patients for home use and feel that 
there is an advantage in helping these pa- 
tients adjust to these aids in the home en- 
vironment. 


RECORDS AND REPORTS 

Careful reports are made by the therapists. 
Each treatment visit is recorded, giving find- 
ings and suggestions. Written instructions 
for the family are left in the home. Muscle 
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examinations are made periodically as indi- 
cated. Copies of the above report are typed 
for the patient’s record, which is filed in the 
central or district office of the Crippled Chil- 
dren Section for use of all state workers. 
Duplicates are filed in the health department 
office in the local area and copies are sent to 
the local referring physicians. This informa- 
tion in the local health department office is 
useful to the public health nurse in making 


_ home visits. It is also available to the ortho- 


pedist when he examines patients in the Crip- 
pled Children Section rural clinics. Routine 
reports, summarizing treatment visits, are 
submitted to the specialist who is caring for 
the patient. This information is also given 
to him prior to an office examination and when 
the therapist requests further suggestions from 
him in regard to treatment. This method 
of reporting to the physician, of keeping him 
informed regarding the patient’s progress and 
condition, and of turning to him for treatment 
recommendations, has met, in part, one of 
the weaknesses of this type of program; that 
is, lack of close medical supervision. 

The therapists attend all rural crippled 
children clinics held in their districts, observ- 
ing the examinations by the orthopedist and 
receiving from him instructions for physical 
therapy. The Crippled Children Section has 
worked out a prescription form for the use 
of the physicians when making referrals and 
treatment recommendations. 


PUBLIC HEALTH NURSING IN THIS PROGRAM 


From its beginning, the services of public 
health nurses in this program have been most 
valuable. There has always been a close work- 
ing relationship between the nurses and the 
therapists. During the emergency period, the 
nurses arranged for transportation of the 
therapists before they were able to purchase 
cars. They helped locate quarters suitable 
for treatment centers and have assisted in 
equipping these centers. Whenever possible, 
they accompany the therapists on first visits 
to patients to observe treatments given and 
on subsequent visits as indicated. In this 


way, they learn the procedures the therapists 
teach the patients and families, which enables 
them, on return visits, to check and make sure 
patients are carrying out instructions. In 
making such visits, they frequently find con- 
ditions, such as a broken brace, that need im- 
Through her previous 


mediate attention. 
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contacts with families, the public health nurse 
frequently has knowledge and understanding 
of the patient and his family which is valuable 
to the therapist. She is also a most important 
source of case finding. The Nursing Section 
and Crippled Children Section encourage fre- 
quent case conferences of local public health 
nurses and physical therapists in order to 
exchange information, to make a unified plan, 
and to determine major responsibility. It is 
felt that in many instances the nurse should 
assume major responsibility with consulta- 
tion service from the therapist; in other cases, 
it is reversed. This part of the program is 
still in the developmental stage. In some 
areas classes for exercises and instruction in 
functional scoliosis and weak feet are being 
developed. In this activity the nurse has an 
important function in organization, in referral 
of patients, and in actual participation. Many 
patients need special planning for their edu- 
cation, while some can continue in their local 
public schools. Interpretation to the school 
personnel of the patient’s condition, his limi- 
tations, and special needs is necessary. This 
is done by both the nurse and the therapist. 
Some patients can benefit only by instructions 
for the home bound. This is usually arranged 
by the nurse after consultation with the 
therapist. In many instances, the nurse is 
instrumental in arranging opportunities for the 
therapists to present their programs to various 


‘organizations. 


MEDICAL SOCIAL ASPECTS 


In this program, as in any program in a 
medical setting, the responsibility of the medi- 
cal social consultant is individualization of 
the patient and the provisior of assistance for 
him and his family in order that the best 
possible use may be made of the available 
medical care. 

A close working relationship is maintained 
between the physical therapist and medical 
social consultant. This is fostered by case 
discussions relating to problems presented 
by individual patients and by occasional joint 
home visits by physical therapist and medical 
social consultant. Such problems may include 
patient’s difficulty in adjusting to his dis- 
ability; family’s over-production of patient; 
parent’s lack of interest in carrying out treat- 
ment; need for special education and voca- 
tional rehabilitation; and need for financial 
assistance. 








Cooperative planning in meeting such prob- 
lems has resulted in use of community and 
state resources to meet the need presented. 
Child Welfare Services are utilized in arrang- 
ing foster home placements, referral with medi- 
cal recommendation is made to Vocational Re- 
habilitation and the Department of Special 
Education of the State Department of Public 
Instruction. Placement for intensive physical 
therapy, occupational therapy, and speech 
therapy is made possible by use of con- 
valescent homes. Realizing that utilization 
of these resources may result in duplication 
of professional effort, the medical social con- 
sultant serves as the coordinating or liaison 
person in bringing together professional serv- 
ices such as public health nurses, social work- 
ers, vocational counselors, teachers, and child 
guidance personnel. 


IN-SERVICE EDUCATION 

Staff conferences are held with the physical 
therapists twice a month. Early in the pro- 
gram, emphasis was placed on discussion of 
policies and procedures for working in a public 
health agency and teaching basic principles 
of public health such as bag technic and hand 
washing technic. Various members of the State 
Health Department staff talk to the group 
from time to time. For example, the pediatric 
consultant discussed with them well child 
development. Technical consultation has been 


given by members of the staff from the Depart- 


ment of Physical Medicine, University of 
Colorado Medical Center. Last fall an insti- 
tute was conducted by the physical therapy 
consultant from the U. S. Children’s Bureau 
on the treatment of patients with cerebral 
palsy. Another institute was held recently 
to demonstrate the principles and uses of 
prosthesis and other orthopedic appliances. 
The physical therapy consultant of the Crip- 
pled Children Section works with them on 
technical problems such as muscle testing. 
Discussion and demonstration are the methods 
used. 

This year case conferences as a method for 
integration of services are being conducted 
every two months in certain areas of the 
state as a project for staff education of public 
health nurses, physical therapists, and welfare 
workers. The objectives of these conferences 
are: 

1. To show that many families present prob- 
lems which require the services of more than 
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one agency and to help the worker to recognize 
these problems 

2. To acquaint the workers with the avail- 
able resources in their communities and how 
to use these resources 

3. To assist the worker to evaluate her 
plan, method, course of action, and results 
obtained through preparation of a case for 
presentation to the group 

4. To provide through group discussion an 


opportunity for each worker to benefit from . 


the experiences and professional thinking as 
expressed by the various individuals of the 
group 

5. To determine the agency which should 
assume major responsibility for service and the 
part to be played by other agencies either 
actively or by consultation 

6. To stimulate the use of the case con- 
ference among workers of the various inter- 
ested agencies, as an effective on-the-job 
method, for giving maximum service to the 
patient 

7. To anticipate that case conferences as a 
method of staff education in Crippled Children 
Section service for local areas will carry over 
to include other services of the State Health 
Department and that it will become a perman- 
ent routine procedure for in-service training. 

State staff personnel who attend these con- 
ferences are the orthopedic nursing consultant, 
the physical therapy consultant, and medical 
social consultant. * Below are listed the poli- 
cies and procedures followed in conducting 
these conferences: 

1. That all nursing personnel of the area, including 
students, attend conferences 


2. That welfare departments be encouraged to 
include as many of their personnel as possible 

3. That state public assistance and child welfare 
supervisors be invited to attend and participate 


4. That three cases be presented for discussion, 
one each by a public health nurse, social worker, 
and physical therapist 

5. That every worker active on the case presented 
attend the conference 

6. That the following outline be used as a guide 
for presentation of the case: 

a. Identification of case—name, address, age, 

sex, race, and educational status. 

b. Patient as a person 

c. Diagnosis and treatment—history of disability, 

past treatment, present involvement, and recom- 

mendations. 

d. Family history—home situation, family rela- 

tionships, parental attitude toward patient’s 

condition, and social problems. 

e. Special problems—patient’s attitude toward 
(Continued on page 558) 
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International Congress on Mental Health 


By LUCILE PETRY, R.N. 


Mental Health convened in London at 

Central Hall, Westminster, on August 
11, 1948 and remained in session through 
August 21. 

The Congress was composed of three con- 
ferences (1) International Conference on 
Child Psychiatry which met in plenary ses- 
sions during mornings of the first week (2) 
International Conference on Medical Psycho- 
therapy which met in plenary sessions during 
afternoons of the first week and (3) Inter- 
national Conference on Mental Hygiene which 
met in plenary sessions during the second 
week. Each of these conferences was spon- 
sored by respective international organizations 
which had held either two or three similar 
conferences within the last 18 years, the first 
of which was instigated by Mr. Clifford Beers 
in 1930. Each of these conferences developed 
at the Congress a more formalized organiza- 
tion for continued existence than had hither- 
to been the case. 

Fifty nations sent approximately 1,500 
representatives to the Congress; 150 persons 
representing 40 nations spoke; and 35 formal 
papers were read. Financial support came 
from 26 miscellaneous donors including foun- 
dations, industries, the British Government, 
the U. S. Public Health Service, UNESCO, 
and many others. In addition to the plenary 
sessions, 21 specialist sessions were planned 
by British agencies, such as, Royal Society 
of Medicine, the Tavistock Clinic, the Royal 
College of Nursing and many others. In 
addition, small groups met in study sessions 
on spontaneously selected problems. 

Prior to the Congress, special commissions 
had been formed in 24 countries and presented 
the results of discussion groups and research 
projects, comprising 300 reports. These were 
presented to an International Preparatory 
Commission which met for several days pre- 
ceding the Congress. 


Miss Petry is chief of the Division of Nursing, 
USPHS, Federal Security Agency. 
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Forty films produced in 9 countries and 
related to mental health were presented in 
continuous showing throughout the Congress. 

The usual documentation prepared for in- 
ternational meetings permitted advance dis- 
tribution to those who attended the Congress 
of preprints of most of the papers with resumés 
in three languages,—English, French, German. 

The principal subject of the Conference 
on Child Psychiatry was that of “Aggression.” 
Sessions were devoted to the relation of 
aggression to personal development, normal 
and pathological, to family and community 
life, and to the psychological problems in the 
educational sphere. 

The Conference on Medical Psychotherapy 
had as its central theme, “Guilt.” It dealt 
with the genesis of guilt, with the dynamics 
of psychological disorder in the individual, 
and with collective guilt and its implications 
for national and international relations. 

The Conference on Mental Hygiene had 
as its theme, “Mental Hygiene and World 
Citizenship.” It dealt with the problems of 
world citizenship and good group relations, 
the individual and society, family problems 
and psychological disturbances, mental health 
in industry and industrial relations, and 
planning for mental health,—organization, 
training, and propaganda. 

The Preparatory Commission presented a 
summarized statement and recommendations 
for consideration of the Congress. The state- 
ment is addressed to administrators, practi- 
tioners of the social sciences, of psychiatry, 
medicine, and allied professions, and to think- 
ing people everywhere. The following quota- 
tion from this summary indicates the general 
frame of reference in which discussions were 
carried on: 


Studies of human development indicate the modifi- 
ability of human behavior throughout life, especially 
during infancy, childhood and adolescence, by human 
contacts. Examination of social institutions in many 
countries shows that these also can be modified. 
These newly recognized possibilities provide the basis 
for improving human relations, for releasing con- 









structive human potentialities, and for modifying 
social institutions for the common good. 

The social sciences and psychiatry also offer a 
better understanding of the great obstacles to rapid 
progress in human affairs. Man and his society 
are closely interdependent. Social institutions such 
as family and school impose their imprint early in 
the personality development of their members, who 
in turn tend to perpetuate the traditional pattern 
to which they have been moulded. It is the men 
and women in whom these patterns of attitude and 
behaviour have been incorporated who present the 
immediate resistance to social, economic, and politi- 
cal changes. 

Thus prejudice, hostility, or excessive nationalism 
may become deeply embedded in the developing 
personality without awareness on the part of the 
individual concerned, and often at great human 
cost. 

Perhaps the most important contribution of the 
social sciences in their joint approach to the urgent 
problems facing mankind is the recognition of the 
plasticity of human behaviour and social institu- 
tions and of the resistance of each to change. In 
order to be effective, efforts at changing individuals 
must be appropriate to the successive stages of the 
unfolding personality, while in the case of a group 
or society, change will be strongly resisted unless 
an attitude of acceptance has first been engendered... . 

This then, as we see it, is the ultimate goal of 
mental health—to help men to live with their fellows 
in one world. 


The spirit of the Congress was scientific 
and humanitarian. The multidiscipline ap- 
proach, multinational approach, and multi- 
phasic approach to problems was emphasized 
throughout. The roles of nurses, teachers, as 
well as physicians, psychiatrists, and social 
workers were mentioned frequently. The 
orchestration of efforts of social scientists of all 
types was considered essential in the move- 
ment for mental health. The Congress evi- 
denced a feeling of great urgency for common 
understanding, ability to work together, and 
planning for world peace. Pessimism, despera- 


State Field Physical Therapy Program 


(Continued from page 556) 


his condition, are recommendations followed 
adequately, emotional and social adjustment. 
f. Worker’s plan, method, and course of action 
in treatment of the case—past and future. 

7. That one person be designated as discussion 
leader to guide the thinking of the group: to bring 
out all aspects of the case to be considered; to 
stimulate individual participation; to tie together 
suggestions and recommendations; to summarize plan- 
ning and disposition of the case. 


PLANS FOR THE FUTURE 


It is hoped that the National Foundation 
for Infantile Paralysis or other agency can 
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tion, defeatism were counterbalanced with 
deep desire for immediate constructive effort 
to protect modern civilization and promote a 
climate stimulating human development. 

The proceedings of the Congress with 
resumés of reports of the Preparatory Com- 
mission and of the recommendations are to 
be printed in four volumes and will be avail- 
able for purchase by writing National Asso- 
ciation for Mental Health, 19 Manchester 
Street, London, W. I. 

On August 19, 1948, two days before the 
International Congress on Mental Health 
ended, the World Federation for Mental 
Health was founded at the headquarters of the 
Ministry of Health in London. The founders 
were 150 delegates representing mental health 
organizations and related societies from 42 
countries and four colonial territories. 

Membership in the new organization is 
open to any national or other organization 
from countries eligible for membership in the 
United Nations, or any of its agencies, whose 
purpose in main or in part is the promotion 
of mental health and human relations and the 
study of related problems. The Federation 
is the body concerned with putting into effect 
the resolutions passed at mental health con- 
gresses. It was emphasized that membership 
is open to any society, medical or otherwise, 
which is in sympathy with the aims of the 
Federation. 

A constitution comprising 55 articles was 
adopted unanimously. It will be published 
in the near future. The Federation may hold 
an annual assembly in any country which has 
a member. Delegates will be sent by their 
own organizations and other interested per- 
sons may be invited. 


continue to finance this program until this 
responsibility can be assumed by local county 
and district health departments. One county 
health unit is making definite plans to have 
a physical therapist as a permanent part of 
the program. Others are considering it. 

From our experience has come the con- 
clusion that a nursing background is not 
essential for physical therapists to function 
in a public health agency program. However, 
it would be extremely helpful if schools of 
physical therapy included more instruction in 
public health principles and practices in the 
physical therapy course of training. 
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Changes in Bonus Granting and 
Salaries — 1944-47 


By DOROTHY E. WIESNER anv SYLVIA WEISSMAN 
NOPHN Statistical Department 


and salary data for four consecutive years 

are (1) to study the frequency and 
amounts of bonus grants and (2) to study the 
rise in salaries. Bonus as used in these 
salary studies is a sum of money granted as 
a temporary measure, in addition to the 
amount offered as a basic salary. Many 
agencies term this a cost of living adjustment. 
Basic salary is the amount of yearly salary 
offered by the agency as the regular payment 
to an employee for a specified position. 

The National Organization for Public 
Health Nursing found that 287 agencies re- 
ported usable salary data in Yearly Review 
replies for all four years studied. The 287 
agencies were from all parts of the country. 
Almost two thirds of them employed less 
than 15 nurses. Of the 287, 142 were non- 
official agencies; 44 were boards of education; 
40, city health departments; 30, county health 
departments; 16, combination agencies; and 
15, state health departments. 


T REASONS FOR reviewing bonus 


- 


BONUS GRANTING BY KIND OF AGENCY 


More than half of the 287 agencies granted 
bonuses at least once during the four years. 
Such salary additions were most frequently 
granted by boards of education, 84 percent so 
reporting. Of the 40 city health departments, 
63 percent reported granting bonuses at least 
once. Only 44 percent of the nonofficial agen- 
cies and only 40 percent of the county health 
departments reported this. These findings 
are not unlike those reported for the 1942- 
44 period,' although only 36 percent of the 
total agencies in the sample of that study 
granted bonuses for one or more years. Of 
the 287 agencies in the 1944-47 sample only 
16 granted bonuses all four years, and 9 of 
these were boards of education. None of the 


state health departments granted bonuses all 
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four years, and only one of the nonofficial 
agencies did so. 

In 1947, bonus granting was decidedly less 
frequent than in previous years, particularly 
in nonofficial agencies, county health depart- 
ments and combination agencies, but almost 
one half of the boards of education, 48 per- 
cent, still granted bonuses in 1947. 


HIGHEST BONUSES GRANTED, 1944-47 


Because different sums were granted as 
bonuses to field nurses in the same agency, the 
lowest and highest bonuses granted in each 
year were tabulated. 

In 1944, eight agencies granted bonuses of 
$300 or more to some of their field nurses, 
the highest being $600 by a city health de- 
partment in the Middle Atlantic states. 
Bonuses were granted in 98 agencies. 

In 1945, eighteen agencies granted bonuses 
of $300 or more to some of their field nurses, 
the highest being $480 by a board of education 
in the Pacific states. Bonuses were granted in 
93 agencies. 

In 1946, nineteen agencies granted bonuses 
of $300 or more to some of their field nurses, 
the highest being $600 by a board of education 
in the Pacific states. Bonuses were granted 
in 94 agencies. 

In 1947, nineteen granted bonuses of $300 
or more, the highest being $862 by a city 
health department in the East North Central 
states. All the field nurses in this agency re- 
ceived a basic salary of $1,620 in 1947. 
Bonuses were granted in 57 agencies. 

The high bonus data for 1946 were re- 
viewed to see in what states bonuses of $300 
and over were granted. Seven of the 19 were 
in New York; 3 in Wisconsin; and 2 in 
California. Other states represented were 
Connecticut, Georgia, New Jersey, Ohio, 
South Dakota, Virginia and Washington. 


The 1946 high bonus data show that the 
granting of bonuses of $300 and more oc- 
curred more frequently in city health depart- 
ments than in other kinds of agencies. Non- 
official agencies granted low bonuses. They 
were also less likely to pay any bonuses. 


CHANGES IN BASIC YEARLY SALARIES 


Because different basic yearly salaries were 
paid field nurses in the same agency, the lowest 
and highest salaries paid in each year were 
tabulated. 

In 1944, only 1 agency paid $2,700 or 
more. This was a California board of edu- 
cation; the salary was $2,700. Two agencies, 
a Michigan city health department and a New 
York nonofficial agency, paid $2,700 or more 
in 1945. In 1946, there were 11 paying this: 
1 nonofficial agency, 4 boards of education, 3 
city health departments, 1 county health de- 
partment, and 2 state health departments. In 
1947, three reported no salary less than $2,700 
(1 board of education in Kansas, 1 city health 
department in California, and 1 county health 
department in Ohio); and 41 reported some 
field nurse earning at least $2,700 as a basic 
salary. Fifteen of these 41 were in nonofficial 
agencies, 12 in boards of education, 4 in city 
health departments, 4 in county departments, 
2 in combination agencies, and 4 in state 
health departments. The highest salary re- 
ported for the field nurses was $3,540, paid 
by a city health department in California. 

A fact revealed by this study is that there 
‘were 5 agencies still paying less than $1,440 
to some nurses in 1947. These nurses were 
employed in 4 boards of education and 1 city 
health department. Two were in Pennsyl- 
vania, 1 in Rhode Island, 1 in Texas, and 1 
was a city health department in Georgia. Two 
of these agencies did not grant bonuses to the 
field nurses in the lowest salary group. The 
other 3 granted bonuses varying from $200 to 
$351 to the lowest paid nurses. However, 
all 5 agencies granted bonuses to some of the 
field nurses. 

The number of agencies granting bonuses 
dropped suddenly from 1946 to 1947 and basic 
salaries rose most noticeably in that period. 
The medians show some interesting compari- 
sons. Even the median for low salaries rose 


to slightly more than $2,000 in 1947, and the 
median for high salaries to $2,340. While 
these are below the standards set by the 
NOPHN and by many SOPHN’s,? the in- 
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creases from 1944 to 1947 in the basic salaries 
are not insignificant. The medians of the 
lowest salaries in these four years, in the 
entire sample of 287, were as follows,—$1,641 
in 1944; $1,704 in 1945; $1,781 in 1946; 
$2,013 in 1947. The medians of the highest 
salaries in these four years, in the entire 
sample of 287, were as follows,—$1,878 in 
1944; $1,928 in 1945; $2,045 in 1946; $2,340 
in 1947. Apparently it is easier to raise top 
level payments than bottom level payments, 
This may be a reflection of the practice of 


granting smaller annual increases to employees | 


earning lower salaries. The change from 1946 
to 1947 shows a break in the rather too 
routine method of adding $120 a year to the 
salaries of all field nurses eligible for increase. 
We know that the 1946-47 rise in salaries was 
due in great part to the incorporation of 
bonuses into basic salaries. A review of the 
agencies paying low salaries shows that some 
are small agencies habitually paying low 
salaries; some are in the south and New 
England states, which somehow have been 
able for years to employ nurses at salaries be- 
low those paid in other areas. 


BASIC YEARLY SALARIES AND BONUS GRANTING 


So far as the kind of agency is concerned, 
the salaries in nonofficial agencies bring down 
the medians for the total group. In 1947, 
the median for the nonofficial agencies, as 
measured by the highest basic salary paid 
a field nurse, was only $2,226, whereas these 
medians for all the other types of agencies 
were over $2,400. The low median for non- 
official agencies is due in part to the large 
number in this sample located in the New 
England states. 

The number of agencies paying less than 
$1,440 to some field nurses decreased each 
year,—52 in 1944; 22 in 1945; 15 in 1946; 
and 5 in 1947. The percent granting bonuses 
to any of the field nurses in these poor agencies 
rose consistently 25 percent in 1944; 55 
percent in 1945; 67 percent in 1946; and 100 
percent in 1947. For those agencies paying 
low salaries of $1,440 to $1,680, bonus grant- 
ing changed only slightly,—34 percent in 
1944; 35 percent in 1945; 45 percent in 
1946; and 44 percent in 1947. 

In 1944, only 25 percent of those paying 
less than $1,440 granted bonuses, whereas 
31 percent of those paying $1,920 and more 

(Continued on page 562) 
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HE PROFESSIONAL duties of the visiting 
T nurse are unlimited. She has earned her 
place as an ally of the general practitioner, 
the surgeon, the orthopedist, and the pedia- 
trician. The psychiatrist has had less oc- 
casion in the past to require the service of the 
visiting nurse in the treatment of his patients. 
But, with the limited nursing staff and bed 
capacity in the general and psychiatric hos- 
pitals, the psychiatrist is exploring the possi- 
bility of treating his more mildly psychotic 
patients in their homes. 

The Trenton Visiting Nurse Association 
has recently been assisting a psychiatrist with 
electric shock therapy in the patient’s home. 
The physician has requested that two nurses 
be assigned to assist in order to prevent injury 
to the patient while the treatment is being 
administered. 

The four stages the patient experiences dur- 
ing the treatment are (1) loss of consciousness 
(2) tonic convulsion (3) clonic convulsion 
and (4) transition from apnea to dyspnea. 
The length of time the tonic convulsion lasts 
depends entirely on the duration of time the 
current is administered. The clonic con- 
vulsion lasts only a matter of seconds, in the 
usual case. It is sometimes necessary to give 
artificial respiration, or oxygen, in the apnea 
or dyspnea stage. 

The patient is very confused after the 
treatment, and the confusion may last from 
a few minutes to a few hours. According to 
one psychiatrist, the confusion may last for a 
few days. 

The selection of the patient for treat- 
ment, the amount of voltage, and the duration 
of the current are carefully predetermined by 
the physician. Perhaps it should be added that 
so far we have assisted with the treatment 
of female patients only. Occasionally, after 
a shock treatment, a patient becomes highly 
excited and difficult to manage. For this 


reason, we have thought it might be un- 
desirable for visiting nurses to accept male 
patients. 

The nurse’s preliminary duties in the home 
for the electric shock therapy are to arrange 


Assisting in Electric Shock Treatment 


with the family for a bed or couch with a 
fairly firm mattress (boards may be placed 
under a soft mattress to give firmness), 
placed near an electric outlet, and a small 
table or chair near the bed to hold the doctor’s 
equipment. A tongue depressor is padded 
with cotton and wrapped in gauze to be in 
readiness for placing between the patient’s 
teeth. Another tongue depressor is available 
for the physician to apply the electrolytic paste 
to the temples of the patient. A bowl of 
tepid water containing salt (about % tea- 
spoon to 8 ounces of water) is used to 
immerse the electrodes before applying them 
to the patient’s temples. 

The patient is dressed in loose garments for 
the treatment; all dentures, jewelry, and hair 
pins are removed. The patient lies on the 
bed with a pillow under the head and knees. 
A nurse stands on each side of the bed, with 
one hand on the patient’s shoulder and the 
other hand placed over the patient’s hand 
which lies on her own thigh. The patient is 
permitted to have a fairly free range of motion 
during the clonic convulsion; the nurse merely 
resting her hands lightly on the parts of the 
patient’s body as indicated above. 

The patients, with whom this agency has 
assisted the doctor, have remained in con- 
fusion following the treatment only from 10 
to 15 minutes. When this confusion stage is 
ended, the doctor and one nurse leave the 
home. The other nurse remains until the 
patient is completely oriented. The pulse 
rate is taken at frequent intervals; the patient 
is questioned about herself until she answers 
sensibly. The patient then becomes drowsy 
and sleeps for perhaps an hour or more. If 
the patient has progressed normally for an 
hour, the nurse then leaves, instructing the 
family to call the psychiatrist after 4 or 5 
hours in order to report the condition of the 
patient. If any unusual symptom is noticed, 
the family is instructed to telephone the 
physician immediately. 

There seem to be several advantages to 
the patient in administering electric shock 
treatment in the home. These patients are 
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usually depressed, and the trip to a psychia- 
trist, or even to a general hospital, increases 
their unhappy emotional tension; familiar 
home surroundings make for greater physical 
and mental comfort. If the nurse giving the 
care is already known to the patient, there is 
additional confidence. Home treatment is 
also much less expensive than even a short 
visit to a hospital, and with many families 
today that is a factor to be considered. 

As this agency has been called by the doctor 
the day the treatment is to be given, a 
suitable preliminary preparation of the pa- 
tient by the nurse has not been possible. 
Ideally, and in the future, we would like to 
be able to visit the patient and prepare her 
emotionally for this treatment. Also, suitable 
follow up of the patient, after the electric 


Changes in Bonus Granting and Salaries 
(Continued from page 560) 


did so. Fifteen percent of those paying 
$1,920 or more in 1945 granted bonuses, 22 
percent in 1946, and 15 percent in 1947. 
There is lack of evidence that nurses paid low 
salaries were actually assisted by significant 
bonuses. 


SUMMARY 


In the January 1939 Pusiic HEALTH Nurs- 
ING* is an interesting report about restoring 
salary cuts made during the depression. The 
present study shows how public health nursing 
agencies dealt with salary problems during 
rising costs. More than half of them paid 
bonuses at some time during the four-year 
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shock treatment has been discontinued, would 
be desirable. 

These services, however, would require 
more intensive psychiatric training than the 
average staff nurse has received. Nurses of 
the Trenton Visiting Nurse Association who 
are assigned to this service have had the 
opportunity to observe shock therapy in the 
nearby state mental hospital. Further staff 
education in psychiatry and mental hygiene 
will increase the contribution the public 
health nurse can make to the patient and to 
the physician administering electric shock 
treatments in the home. 


Mary A. Dooner, RN., 
VISITING NURSE ASSOCIATION, 
TRENTON, N. J 


period, official agencies more frequently than 
nonofficial. The lowest annual bonus granted 
was $5 and the highest $862. Bonus granting 
began about 1941! and became more and more 
prevalent until 1947. The basic yearly salary 
for experienced field nurses in 1947 was about 
$460 more per year than in 1944. Tables con- 
taining the complete data on which this study 
is based may be found in Facts About Nursing, 
1948.4 

The uncertainty of what may come to the 
world in the next few years is harassing us all. 
Since salary changes are based on changing 
world conditions, predictions in regard to 
nursing salaries are unwise. It is worth while, 
however, to view the past cycle in order to be 
prepared for future changes. 


REFERENCES 
1 Wiesner, D. E., and Murphy, M. M. Salary 39, p. 238. 
scales and bonuses, 1944. Pusiic HeattH NursInc, 3 Reid Mabel. ‘“What’s done we partly may 
April 1945, v. 37, p. 203-205. compute.” Pusiic HeattH Nursinc, January 1939, 
2 Salaries for public health nurses as recommended  v. 31, p. 37-41. 
by the National Organization for Public Health 4 American Nurses’ Association. Facts About 
Nursing. Pusrtic HeattH Nursinc, May 1947, v. Nursing. 1948. 108 p. Price 35c. 


Be a ‘49er—Now! 


A letter from our president, Ruth W. Hubbard, together with a 1949 membership renewal form 


was sent out to all nurse members of NOPHN late in October. 


and renewal forms within a few weeks. 


General members will receive letters 


Early renewal will be greatly appreciated—and remember, 


dues for 1949 individual membership are $5.00—the special rate for individual membership combined 
with one year’s subscription to PUBLIC HEALTH NursiNc is $8.00. Let us hear from you soon! 
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A STUDY OF NURSING SERVICE IN ONE CHIL- 
DREN’S AND TWENTY-ONE GENERAL HOSPITALS 


National League of Nursing Education, 1790 Broadway, 

New York, 1948. 63 p. $1.50. 

This study attempts to find out how pa- 
tients were being nursed in general hospitals 
by considering the types of personnel used to 
give nursing care, the number of hours of 
care needed by various types of patients and 
the percentage of care which can be given 
by non-professional workers—both graduate 
practical nurses prepared in approved schools 
of practical nursing and nursing aides pre- 
pared on the job. A third part of the study 
deals with the ratios of head nurses and super- 
visors to patients. 

Beyond the fact that public health nurses 
are, of course, interested in the results of all 
studies affecting nursing, there are two em- 
phases made in this report which are particu- 
larly interesting to us. The first is the repeated 
statement that it is possible to provide good 
nursing care for patients in hospitals through 
the use of both graduate and undergraduate 
professional and practical nurses prepared for 
this work in approved specialized schools, and 
through the services of nursing aides who are 
prepared on the job. This “team idea” in 
which the professional nurse is responsible for 
seeing that others as well as herself give direct 
care to patients is as old as public health 
nursing itself for we have always regarded 
members of the family as essential members of 
our nursing team. Nowadays, too, we see a 
widening variety of nurses being employed by 
public health organizations—the prepared 
public health nurses, the professional nurse un- 
prepared in public health, students with many 
differing backgrounds, as well as graduate 
nurses. All are working together, with the 
family, in giving direct nursing care. 

The report also urges that “nursing service 
be provided for patients in terms of their 
nursing care needs.”’ How very familiar this 


sounds to the public health nurse, whether she 
be a staff nurse, a supervisor, or an administra- 
tor. 


One cannot read such reports on hospital 
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nursing service without once again feeling 
that nursing is nursing whether in institution 
or home. 


—ELISABETH C. Puixirps, Executive Director, Roch- 
ester VNA, Rochester, N. Y. 


PUBLIC HEALTH LAW 


By James A. Tobey. 3rd edition. New York, The Common- 
wealth Fund, 1947. 419 p. 50c. 

This new edition brings up to date a book 
that has been widely accepted and used by 
all of us working in the field of public health. 
It needs no further recommendations than 
those that have already been accorded in the 
past. It is one of those basic books, like a 
dictionary, that every health department 
should most certainly have in its library. 
Fortunately, it is written by a lawyer with 
training and experience in public health, for 
it can be understood by any intelligent lay- 
man (including health workers). Considering 
the jargon that ordinarily develops in any 
specialized field, this is a real compliment to 
the author. 

Most of us in administrative health posi- 
tions will certainly take exception, however, 
to the salary scales listed on page 108. Dr. 
Tobey indicates that some of these salaries 
may be too low. I know they are. We can 
never have good health departments without 
adequately trained and experienced personnel. 
Such people are worthy of their hire. Low 
salaries will be an inducement only to the 
unfit and incompetent. 


—Ltioyp Fiorio, M.D., Dr. Public Health, Denver 
Health Officer, Professor of Public Health and 
Preventive Medicine, University of Colorado Med- 
ical Center, Boulder, Colorado. 


FUNDAMENTALS OF HUMAN REPRODUCTION 


By Edith L. Potter. 


New York, McGraw-Hill, 1948. 
231 p. $3.50. 


This book, while written for nurses, will 
find a large audience, including the intelligent 
layman. The first 119 pages are devoted 





to the “proembryology” and to the implanta- 
tion mechanism. Mendelian inheritance is 
briefly illustrated and the function of the male 
and female reproductive organs explained. 
The second half of the book is a brief but 
quite sufficient and clear exposition of the 
development of the organ systems. The 
work is illustrated by a dozen exquisite plates 
of human embryos and by numerous diagram- 
matic sketches, all new, which carry home the 
main points involved. A judiciously selected 
list of readings and available illustrative 
motion pictures are appended for the con- 
venience of those using the book as a text. 


—Cart G. Hartman, Ortho-Pharmaceutical Corpora- 
tion, Raritan, New Jersey. 


THE CHALLENGE OF PARENTHOOD 


By Radolf Dreikurs. New York, Duell, Sloan and Pearce 
1948. 334 p. $3.50. 


Dr. Rudolf Dreikurs, author of The 
Challenge of Marriage and a psychiatrist who 
worked with Dr. Alfred Adler in the Child 
Guidance Clinics of Vienna, has been known 
to the writer for 20 years. He has added to 
and enriched his early experiences in the last 
9 years by psychiatric work in Chicago. This 
book stresses those attitudes in parents which 
are conducive to the formation of desirable 
behavior in children and to the correction of 
such problems as may arise. We are particu- 
larly indebted to Dr. Dreikurs for his lucid 
recapitulation of Adler’s formulations con- 
cerning the dynamics of personality or the 
“life pattern,” as he called it. Some recent 
literature on the subject of child behavior 
has perhaps made it difficult for us to “see 
the wood for the trees,” over-emphasizing 
the many details concerning stages of develop- 
ment in children without adequately stressing 
the meaning of such behavior to the individual 
child and the individual parent. In Chapter 
2, The Situation of the Child, the author 
gives us a clear picture of the influences which 
help to formulate the personality pattern 
which gives meaning to an individual’s later 
behavior. 

The larger part of the book is given over 
to more or less specific discussions of what 
can be done to correct various mistakes which 
the author assumes parents are almost bound 
to make. Although it is somewhat rambling 
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and wordy in parts, the clear, italicized head- 
ings and rather comprehensive index make it 
easily readable. The theoretical discussions 
are frequently illustrated by short, vivid case 
histories. 

The visiting nurse, social worker, or person 
similarly engaged will be particularly in- 
terested in the introduction, addressed to 
parents, in which Dr. Dreikurs says that there 
is no way to guarantee “that a reader will 
extract from a book what the author intends 
to convey.” He further states that “a book 
is passive and permits you to find in it what 
you are prepared to see and digest.” This, 
of course, is almost as true of the spoken as 
it is of the written word. 

Not only the intelligent parent to whom it 
is directly addressed but the professional 
worker in child psychology and related fields 
will find it a useful book for reference. 


—Srpyt MAnvett, Px.D., Chief, Division of Mental 
Hygiene, Bureau of Child Hygiene, Baltimore City 
Health Department, Baltimore, Maryland, 


CONVULSIVE SEIZURES 


By Tracy Putnam. 2nd ed. Philadelphia, J. B. Lippin- 
cott, 1945. 160 p. $2.00. 


One of the most constructive functions of 
the public health nurse is that of case finding. 
The early detection of the patient with con- 
vulsive seizures, of, whom the epileptic is one, 
is largely the responsibility of the public 
health nurse. 

Dr. Putnam’s book has an amazing amount 
of pertinent, usable material condensed in 
relatively few pages. The book is so readable 
and logical that it should clarify for any 
earnest, intelligent reader not only the problem 
of convulsive seizures as they affect thousands 
of human beings in our civilization, but what 
we, as nurses, can do about them. 

There are so many conditions which deeply 
affect the people whom we serve, about which 
we can do little or nothing, that it should be 
heartening, indeed, to read this book. Much 
can be done to improve the patient’s con- 
dition but more than that, this book should 
help us to improve our own attitudes and help 
us to change the feeling of the community 
which has, for centuries ostracized and mis- 
treated this group in the population. 

If we read this book carefully, we should 
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be in a better position to appraise the limita- 
tions of each patient, to assist in obtaining 
diagnosis and treatment, and to cooperate in 
rehabilitation plans so that the maximum of 
usefulness and happiness may be achieved 
in each situation. The two chapters, Diag- 
nosis and The Outlook for the Individual 
highlight a realistic point of view in relation 
to the limitations of any widespread, pre- 
ventive measures for the present. 

Few of us have had long, intensive experi- 
ence with patients who are subject to recurrent 
convulsive seizures, but we frequently find 
ourselves in a position where we could be 
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helpful to the family when it must face and 
accept the program of living which the patient 
must follow. This book is useful both to 
the nurse and as a guide for patients and their 
families but, as with any printed material, 
one cannot use this book as a “blanket 
panacea.” But there are many situations in 
which it will help to individualize and clarify 
the real situation and more important, give 
hope to the patient and all who are close to 
him. 

—Mrtenka Herc, Assistant Professor of Nursing, 


Wayne University, Board of Education, Detroit 1, 
Michigan. 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


GERIATRICS 


Live Lonc anv Like It. By C. Ward Crampton. 
32 p. Public Affairs Pamphlet No. 139. Public 
Affairs Committee, Inc., 22 East 38 Street. New 
York 16, N. Y. 1948. Price, 20c. 


Acinc. GuIpE For Pustic HeattH Nurses No. 8. 
1948. 23 p. Community Service Society, Depart- 
ment of Educational Nursing, 105 E. 22 Street, New 
York 10, N. ¥Y. 15c¢ each on orders of under 100 
copies, and 12c each plus postage on orders of over 
100 copies. 


GENERAL 


HeatTH FOR THE NATION: Diagnosis and Prescrip- 
tions. By Oscar R. Ewing. Report of the National 
Health Assembly, Washington, D. C., May 1-4, 
1948. 


Security iv Famiry Lire: Threats and Opportuni- 
ties. By Eric Johnson. Report of the National 
Conference on Family Life, Washington, D. C., 
May 6-8, 1948. 

Each of the above articles, which appear in the 
Survey Midmonthly, June 1948, is available in a 
16-page reprint at the following prices: 1-9 copies 
15c; 10-99 copies 12c; 100 copies and more 10c. 


Care oF CHRONIC DISEASE IN PITTSBURGH AND ALLE- 
cHENY County. A survey by Claude W. Munger 
and Mary C. Jarret. Pittsburgh, Federation of 
Social Agencies, 1947. 111 p. 


Heattn Services In ENGLAND. By R. C. Wofinden. 
London, Simpkin Marshall Ltd., 1947, 191 p. $2.50. 


OuTLIne For AGENCY SELF-EVALUATION OF PERSON- 
NEL PRACTICES. Based on Personnel Practices in 
Social Work. AASW. Prepared by Joe Hoffer, Con- 
sultant, American Association of Social Workers, 
130 East 22 Street, New York 10, N. Y. March 1, 
1947. 19 p. Price 15c. 


Wat Comes or TRAINING WoMEN FoR War. By 
Dorothy Schaffter. Washington, D. C., American 
Council on Education. 1948. 223 p. $3.00. 


50 Years In StarcH. By Anne A. Williamson, Culver 
City, California, Murray & Gee, Inc. 1948. 245 p. 
$2.75. 


. .. FOR THE NATION’s HeattH. Prepared by the 
Communicable Disease Center of the Public Health 
Service. Medical Director in Charge, 605 Volunteer 
Building, Atlanta, Georgia. May 1948. 53 p. 


DENTAL HEALTH 


DentaL HeattH Teacuinc Ovutiine. By Vern D. 
Irwin and Netta W. Wilson. 1948. Bruce Pub- 
lishing Company, St. Paul 4, Minnesota. 

Book No. I—For use in grades 1, 2, and 3, 
16 p., 20c; Book No. II—For use in grades 4, 5, 
and 6, 22 p., 25c; Book No. IIIJ—For use in 
grades 7, 8, and 9, 24 p., 25c; Book No. IV— 
For use in grades 10, 11, and 12, 32 p., 30c. The 
set of four outlines may be purchased for $1.00 
plus postage. 


HEARING 


OPPORTUNITIES FOR THE DEAF AND THE HARD oF 

Hearminc THROUGH VocATIONAL REHABILITATION. 
12 p. Federal Security Agency, Office of Voca- 
tional Rehabilitation, Washington 25, D.C. Free. 

















NOTES FROM THE NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


MIDCENTURY WHITE HOUSE 
CONFERENCE 

Late 1950 will see the convening of the Mid- 
century White House Conference on Children. The 
idea was launched by national groups. Main ac- 
tivities during the two-year preparatory period will 
be carried by state and local organizations, for it 
is from children themselves where they live and 
from the people closest to them that the expression 
of their needs must come. 

The welfare of children is the main concern of 
public health nurses everywhere and they will want 
to take an active part in the thinking and planning 
which will culminate in the 1950 conference. 

This is the fifth such conference under Presidential 
auspices. The first, called in 1909 by Theodore 
Roosevelt emphasized the dependent child. The 
second initiated by Woodrow Wilson focussed na- 
tional attention on child labor legislation, maternity 
and infancy protection, and children in need of 
special care. This conference and activities which 
followed, paved the way for the Shepherd-Towner 
Bill by which the Federal Government provides funds 
to aid the states in care of mothers and infants. The 
third in 1930 called by Herbert Hoover on the 
needs of all children and the fourth in 1940, by 
Franklin D. Roosevelt on children in a democracy 
provided opportunity for measuring progress and 
planning next steps. 

The objective of state and community action pre- 
paratory to the Midcentury Conference has been 
stated as (1) to achieve state and community action 
in behalf of children and youth and (2) to achieve 
all possible action prior to 1950 in order that the 
Midcentury Conference can count gains made and 
plan for the next decade. 

State leadership can be sought through a state- 
wide council, committee, or commission representing 
all agencies and organizations, public and voluntary, 
in each state and territory, to appraise what is being 
done in various fields of service for children and 
youth, to determine unmet needs, and to agree on 
action to be sought prior to the 1950 conference. 
Such a group may be authorized by law, appointed 
by the governor, or organized under voluntary 
auspices. Already more than half the states have 
such bodies or are in process of organizing them. 
As of August 1948 these included Alabama, Arizona, 
Arkansas, California, Colorado, Connecticut, Florida, 


Georgia, Illinois, Kansas, Kentucky, Louisiana, Mary- 
land, Michigan, Minnesota, Mississippi, Missouri, 
Montana, Nebraska, New Jersey, New York, North 
Carolina, North Dakota, Oklahoma, Oregon, South 
Carolina, Texas, West Virginia, Wisconsin, 
Wyoming. 

County, city, or community councils for the pur- 
pose of strengthening services for children and youth 
and developing new services as needed may be set 
up independently or as an integral part of a gen- 
eral planning body. Such a community council would 
cooperate with the state group. 

SOPHN’s can share in the development of the pro- 
gram of action in their respective states and in ob- 
taining the legislative or administrative action need- 
ed. To this end they are urged to associate them- 
selves with the state council for children and youth 
in states where such bodies already exist. In other 
states they should confer with the officials of state 
agencies and organizations concerned with pro- 
grams for children and youth on plans for establish- 
ing a state council or committee. 

Local public health nursing agencies are urged to 
join with any community council or committee 
planning for children and youth that exists or may 
be set up in order to share in developing a community 
action program for attainment prior to the Mid- 
century Conference. * 

Up to now steps toward the 1950 conference have 
been as follows: 

Recommendation that plans start immediately for 
a Midcentury Conference was first made by the 
National Commission on Children and Youth in De- 
cember 1946. At this meeting in Washington NOPHN 
was represented by Ruth Houlton, formerly general 
director. A subcommittee for planning was ap- 
pointed which worked through 1947 and reported 
to the National Commission in January 1948. At 
this time the National Commission urged that plan- 
ning involve communities and states across the 
land. Accordingly a Conference on States and 
Community Planning for Children and Youth was 
held in Washington in the spring. Methods of 
organization and action for a two-year period of 
preparation for the 1950 conference were worked 
out and taken back to the states and communities 
by those taking part in the conference. In April 
1948 President Truman proposed to the Federal 
Security Administrator that an Interdepartmental 


and 
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Committee be formed to cooperate with the Na- 
tional Commission in laying the groundwork for the 
1950 White House Conference. The Interdepart- 
mental Committee was named and had its first 
meeting in May. It immediately named a_ sub- 
committee to work with the subcommittee of the 
National Commission in formulating plans for the 


NOPHN NOTES 








ing institutes, with attendance limited to 20 partici- 
pants. 

Agencies sending representatives to these institutes 
are being asked to use the new method to determine 
costs in their own agency and lend the results to the 
NOPHN so that a study can be made of a repre- 
sentative number of agencies throughout the United 




























yuri 1950 conference. The two subcommittees met in States. A statistician will be added to the cost 
orth joint session in May as a Joint Interim Committee study staff to assist with this part of the project. 
vuth and elected as chairman, Dr. Willard E. Givens. It is planned that the manual which was revised 
and jy Anna Fillmore, general director of NOPHN, is a during the summer will be printed in 1949 for general 
" member of the Joint Interim Committee. Congress distribution. 
vain! appropriated $75,000 to the Children’s Bureau for NOPHN FIELD SCHEDULE 
uth preparatory work and a small staff financed by this Staff Member ‘ace etek Wie 
set jp money and attached to the Children’s Bureau is now Meetings of NOPHN Education Committee 
en- in process of organization to help communities, and Collegiate Council on Public Health 
wuld states, and national organizations prepare for the Nursing Education, and of Council of 
1950 White House Conference. Work of the staff State Directors of Public Health Nursing i 
. : , f Boston, Mass.—Nov. 6,7 
tn © particularly directed to (1) services to state rer 
ob- fp Planning bodies (2) development of a research pro- American Public Health Association Convention 
ed- gram which will include a two-way flow of factual Boston, Mass.—Nov. 8-12 
=. data from and to states and the White House Con- Anna Fillmore 
uth ference staff and (3) general involvement of an M. Olwen Davies 
hee increasing number of lay citizens and youth in Marie Swanson 
ate serious consideration of the unmet social needs of Mary T. Collins 
ro- pp children. Jean South 
“ss Communications regarding developing plans may Louise M. Suchomel 
be addressed to Dr. Bernice Baxter, Children’s : ; 
to Bureau, Federal Security Agency, Washington, D. C. Other Field Trips ; 
Anna Fillmore Long Beach, Calif—Nov. 1 
ea COST STUDY INSTITUTES Se ee 
ity Prior to the National Biennial Nursing Conven- wench c “er N re - ~ om a ' 
id- tion in Chicago, an institute on the new method of meee neath ve 
determining costs in public health nursing was Dorothy Rusby ; Indianapolis, Ind—Nov. 1 
ve conducted by Margaret Arnstein and Dr. Louis Lackawanna County, Pa.— 
Block of the United States Public Health Service. - : 3 Nov. 11-23 
= This first institute set a pattern for future institutes LouiseM.Suchomel Chicago, Ill—Nov. 15-18 


Minneapolis, Minn.—Nov. 22-24 
Winnipeg, Can.—Nov. 29-30 
Elizabeth C. Stobo Richmond, Va.—Nov. 1-3 
Chicago, Ill—Nov. 17-19 
Omaha, Neb.—Nov. 22-24 


co to be held regionally throughout the United States 
and pointed out the need for certain changes within 
IN the Manual which outlines the new method. During 
the summer months the manual was revised and 
plans made for Elizabeth Stobo of the study staff 
ed to conduct similar institutes in New York, Boston, 
At Philadelphia, Richmond, Chicago, Omaha, Denver, 
Portland, San Francisco, Los Angeles, Dallas, Nash- 
hie ville and Syracuse, N. Y. The institutes are work- 


October field trips not previously announced 
include: M. Olwen Davies—Albany, N. Y.; Ruth 
Fisher—Philadelphia and Wilkes Barre, Pa.; Dorothy 
Rusby—Wausau, Wis., and Winnetka, IIll.; Mary T. 
Collins and Mary Shaw—Washington, D. C. 


nd 

as WHAT MEMBERS AND FRIENDS ARE DOING 

of Dr. Thomas D. Dublin, formerly professor of pre- service in the Union Health Center of the Inter- 
of ventive medicine and community health in the Long national Ladies Garment Workers Union. 

ed Island College of Medicine, has been appointed District Nursing Association of Northern West- 
" executive director of the National Health Council.... chester County, Mount Kisco, New York, is cele- 
ril Dr. Thomas Parran will head the new graduate  brating a Fiftieth Anniversary. . . . Muriel Crothers 


al school of public health in the University of Pitts- 
al burgh. . . . Henrietta Landau is chief of nursing 


Henry will handle public relations for the Commit- 


(Continued on page 573) 
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NEWS AND VIEWS 


On Nursing 


TWO GREAT LEADERS 

Within a short period two outstanding nurses have 
died, Mary Adelaide Nutting and Julia Stimson. 
Miss Nutting and Major Stimson were in the true 
sense of the word leaders who marched throughout 
their long and honored careers well in advance of 
their many admirers and followers. Each in her 
way was a distinguished organizer and each has 
made a lasting contribution to the nursing profession. 

Miss Nutting, a graduate of the Johns Hopkins 
Hospital School of Nursing, was the first nurse to 
become a professor in any college and her work at 
Teachers College, Columbia University, laid the 
sound basis for the Division of Nursing Education 
to which directly and indirectly so many of us owe 


so much. She was one of those who helped to 
establish the Florence Nightingale International 
Foundation. 


Major Stimson graduated from the New York 
Hospital School of Nursing. She was chief nurse at 
Base Hospital No. 21 of the United States Army in 
1917. Many recall her dynamic personality during 
this period and during her service with the American 
Red Cross in France and as Director of the Nursing 
Service of the AEF in 1918-1919. As Superintendent 
of the Army Nurse Corps from 1919 to 1937 Miss 
Stimson left an indelible record for the advancement 
of nursing. She was recalled by the Army after 
her retirement and was active in the deliberations 
of the National Nursing Council for War Service 
during World War II. 

Much more can be said about Miss Nutting and 
Major Stimson—about the many honors both re- 
ceived, their publications, and their humbleness in 
spite of their proved worth. Both these women were 
characterized by their deep understanding of human 
nature. Their precepts will stand by us well in 
these days in which so many of our nursing prob- 
lems are crucial and need clear thinking. 


NACGN CELEBRATES 40th ANNIVERSARY 

Four decades of service to the Nation were cele- 
brated by the National Association of Colored 
Graduate Nurses on September 25, at a luncheon at 
the Tavern on the Green in Central Park, New York 
City. Dr. Channing Tobias, director of the Phelps- 
Stokes Foundation, main speaker, called for renewed 


efforts to break down discrimination, and to achiey 
the day when Negro nurses will no longer require 
their own separate organization. He urged that nur. 
ing schools be improved in quality and that the 


Miss Lena Horne, screen and radio star, who was; 
guest of honor, received a scroll for her contributions 
to democracy and the theatre arts. Also guests of 
honor were 9 of the 15 living charter members of 
NACGN who received honorary scrolls. 

To mark the 40th Anniversary NACGN has issued 
an illustrated booklet “Four Decades of Service’ 
which sells for 35 cents, receipts to go to the $50,00 
NACGN fund. 


smaller schools with inadequate standards be = 


INTERNATIONAL RED CROSS CONFER. 
ENCE ADOPTS NURSING RESOLUTIONS 


Four resolutions concerning world nursing prob- 
lems were among those highlighting the 17th Inter. 
national Red Cross Conference held at Stockholm, 
Sweden, August 20-28. The most significant Red 
Cross meeting in modern times, the conference as- 
sembled more than 500 representatives of 51 Red 
Cross societies and 49 governments, as Red Cross 
leaders from all dver the world took broad steps 
toward the promotion of peace, the humanization 
of warfare, and relief of human suffering. 

Of major importance was adoption by the con- 
ference of a new treaty for wartime protection of 
civilians; revision of existing Geneva and Prisoner 
of War treaties; and a resolution calling upon all 
nations of the world to outlaw the atomic bomb. 

The civilian convention forbids slave labor, de- 
portations, reprisals, and the taking of hostages. 
It also sets up protected hospital and security zones 
marked with the Red Cross and affords special pro- 
tection to children under 15, persons over 65, and 
the sick and wounded. The conference urged all 
powers to apply the principles embodied in the 
treaty immediately, without awaiting signatures of 
their governments to a formal agreement. 

The proposed civilian treaty and the revisions of 
the Geneva and POW treaties will be laid before a 
diplomatic conference of the world’s nations to be 
called together by Switzerland and the Netherlands. 
The diplomatic meeting will approve or reject the 
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Red Cross conference proposals as matters of inter- 
national law. 

Ruth Freeman, American Red Cross Nursing 
Services administrator, was nursing representative 
in the ARC delegation. The Health, Nursing and 
Social Assistance Commission was one of five com- 
missions convened at the international meeting. Reso- 
lutions regarding nursing and nursing auxiliaries 
and home nursing were adopted as follows: 


Nurses and Nursing Auxiliaries 

“The Conference, taking cognizance of the report 
of the International Red Cross Committee on the 
training of Red Cross nurses and voluntary aides and 
their activities in wartime, and recalling Resolution 
XVI of the XVIth International Red Cross Confer- 
ence relating to planning for the training and use of 
nurses and voluntary aides in time of emergency, 
recommends: 

“That in time of peace, National Societies pro- 
mote instruction of all sanitary personnel who 
might be expected to come under the protection 
of the Red Cross emblem regarding the Articles 
of the Geneva Conventions and the general rights 
and obligations of such personnel in time of war. 
In time of emergency such sanitary personnel 
should again receive detailed instruction in all 
provisions of the Conventions, and in those clauses 
within their respective national legislation which 
apply to the rights and obligations of such person- 
nel. 

“That National Societies cooperate with their 
respective national nurses’ associations in urging 
that selected nurses become expert in the nursing 
problems arising from the conditions of modern 
warfare, and that they be prepared to assume 
leadership if necessary in the training and super- 
vision of nursing auxiliaries or professional nurses 
who may render nursing care in such emergency. 

“That National Societies support the principle 
that training programs designed to secure a rapid 
increase in available nursing service for an emer- 
gency situation should place primary emphasis on 
the short term training of auxiliary workers who 
do not expect to remain in the field of professional 
nursing, rather than upon the modification or re- 
duction of the required training for professional 
nurses. : 

“That National Societies in cooperation with 
their respective national nurses’ associations en- 
courage advance planning for the division of 
responsibilities between professional nurses and 
auxiliary workers in time of major emergency.” 


Home Nursing 

“The Conference notes with satisfaction that an 
increasing number of National Societies are pro- 
viding instruction to the public in protective health 
Measures and simple nursing care in the home, and 
urges that such programs be encouraged wherever 
practicable under Red Cross auspices.” 


XUNM 


NEWS AND VIEWS 


AMERICAN NURSES GIVE FUNDS FOR 
1949 ICN CONGRESS 

A check for more than $1100, to be used in 
Stockholm by the next congress of the International 
Council of Nurses, has been turned over to the 
Swedish Nurses’ Association. The check repre- 
sents one third of the sum left over from the hos- 
pitality funds raised among American nurses for 
the education and entertainment of foreign dele- 
gates to the ICN congress which met in this coun- 
try in 1947. The hospitality funds were raised by 
the Manhattan, Brooklyn and Westchester County 
districts of the New York State Nurses’ Association, 
an affiliate of the ANA. 

The remaining two thirds of the American nurses’ 
hospitality funds will be presented to the nurses’ 
associations of the two countries where the Inter- 
national Council of Nurses will hold its biennial 
conventions in 1951 and 1953. The Council repre- 
sents nurses organizations of 39 countries. 


NURSE RECRUITMENT FOR POLIO 

Recruitment of nurses by the American Red Cross 
for duty in 1948 poliomyelitis outbreaks to supple- 
ment local nursing staffs reached 1,478 on September 
26. 

Of the current total, by late September 626 nurses 
had been assigned in southeastern states, for the most 
part in the Carolinas. Next largest group of 467 
nurses have served in Pacific area states, principally 
California. Of the remainder, 288 were recruited 
in midwestern states, 69 in New England states and 
28 in middle eastern states. 

The response of the nursing profession to the 
year’s needs in caring for victims of the disease, and 
the sportsmanship with which nurses have lived 
and worked under emergency conditions frequently 
on polio assignments, are reflected daily in their 
letters reaching Red Cross headquarters from all 
parts of the country. Typical are the following: 

“. . Their future (the patients’) depends on what 
we do. That’s what makes polio nursing such a 
challenge. No two cases are alike, but every one 
demands all you have.” 

“Everyone is just fine to the Red Cross nurses; 
we think we have a wonderful team here, but we 
wish the patients might stop coming in. There are 
fewer, however. The Courts where the Red Cross 
arranged for us to stay are beautiful and right 
across the street from citrus groves which are some- 
thing new for Coloradoans.” 

“The hospital set-up is fine and the nurses are 
extremely cooperative. The Méexican prisoners 
helped us set up the hospital; it was truly a price- 
less experience . . . Your girls are more than happy, 
I’m sure. It’s so pleasant because they seem to 
appreciate us so much.” 
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From Far and Near 


e The Alumnae Association of the Lincoln Hospital 
School of Nurses, New York City, is celebrating its 
Fiftieth Anniversary November 7-13, 1948. All 
graduates and post-graduates are urged to attend. 


U. S. Housing Characteristics—As of April 1947, 
according to Current Population Reports, October 
29, 1947, homes occupied by their owners represented 
55 percent of all occupied dwellings in the U. S.; 
two thirds of the 41,700,000 dwelling units had a 
private bath and a private flush toilet and 90 
percent had electric lighting. These figures, based 
on a survey of 30,000 households in 148 sample 
areas conducted by the Bureau of the Census, cover 
urban and rural, farm as well as nonfarm dwelling 
units. : 

A dwelling unit is defined as a house, group of 
rooms, or single room, occupied or intended for 
occupation as separate living quarters by a family 
or other group of persons living together or by a 
person living alone. Over 2 million of the occupied 
dwelling units contained more than 1.5 persons per 
room and 2% million had one or more married 
couples living as subfamilies in addition to the 
head of the household. 

About 90 percent of ordinary dwelling units were 
in good condition or in need of minor repairs, and 
the remainder in need of major repairs. An 
estimated 48 percent of all dwelling units had 
central heating equipment; 64 percent of homes in 
urban places were so equipped. 

Almost one fourth of dwelling units contained 5 
or more persons. One-person households accounted 
for about 7 percent; 2-person households, 27 per- 
cent; 3-person households, 23 percent; and 4-person 
households, 19 percent. Of the total dwelling units 
in the U. S. only 0.8 percent were habitable non- 
seasonal vacant units offered for rent and about 
0.3 percent were offered for sale. 

About 27 percent of the occupied dwelling units 
were reported as containing a veteran household,— 
that is, the head of the house or a relative of the 
head was a veteran of World War II. About 14 
percent of the veteran households contained one or 
more subfamilies as compared with only 4 percent 
of the nonveteran households. The median number 
of persons in veteran households was 3.6, compared 
with 3 for nonveteran households. 

Median rent for tenant-occupied dwelling units 
in 1947 was about $29.33 in the total of the urban 
and rural-nonfarm areas; $31.64 in urban areas, and 
$18.62 in rural-nonfarm. Monthly rents of $50 or 
more were reported for approximately one in eight 
of the reporting units. 

The tables which accompany the report classify the 
above data by regions of the United States. 
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Status of VD Control in the U. S.—Venereal 
disease, endemic in the United States, has an esti. 
mated annual morbidity of 250,000 syphilis cases and 
1,200,000 gonorrhea cases of which only 95,000 and 
375,000 respectively are discovered while the infection 
is in the early state. These highly communicable 
diseases, if undiscovered and unchecked, represent 3 
tremendous financial drain on the country’s resources, 
This information is contained in an illustrated booklet 
“ |. . The Undiscovered” (USPHS). 

Venereal disease control in this country is based 
on cooperation among local, state, and federal 
health authorities. Federal legislation at present 
provides for basic control services including research, 
investigation, experiments, and studies relating to 
the causes, diagnosis, treatment, control, and pre- 
vention of the venereal diseases. It further provides 
for grants of federal moneys, loan of personnel, 
et cetera, to maintain adequate control services at 
local levels. 

At present, penicillin, alone or with an arsenic or 
bismuth preparation, is the treatment drug of choice. 
Rapid treatment centers, where patients can he 
rendered non-infectious in 10 days, have become 
standard equipment in the venereal disease control 
program; and treatment in these centers has permit- 
ted established clinics to devote more time and 
money to the ever more important problem of case 
finding. 

A recent report of the Social Hygiene Committee 
of the New York Tuberculosis and Health Associa- 
tion warns, however, that although penicillin provides 
such remarkable results that a majority of the cases 
are cured, and comparatively few patients develop 
physical disability, the syphilis germ may develop an 
immunity to penicillin if the patient is insufficiently 
treated. Germs passed on to others by insufficiently 
treated individuals may retain this resistance against 
penicillin and the newly infected individual fail to 
respond to the drug. The medical profession is wait- 
ing to see what the impact of this phenomenon will 
be on public health and what the new challenge will 
be to medicine. Much remains to be done, states 
the committee, from the point of view of public 
health programs and wide educational campaigns 
to help the public realize the hazards of syphilis 
and gonorrhea and to urge them to undergo the 
treatment when needed. Penicillin may change in 
its effect on syphilis. 

Gonorrhea is no longer considered as serious 4 
public health menace as formerly, since it does not 
as often cause major injury to vital organs as it did 
before the use of new drugs and penicillin. 

The Social Hygiene Committee report concludes 
with the statement that the expansion of laboratory 
facilities to private physicians by the departments 
of health is presently an urgent need, and that all 
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VD diagnosis and treatment activities should be 
brought to high standards and intensified as much 


as possible. 


The 40-year-old Mother—The frequent question 
of older women, “Is it safe for me to have a baby ?” 
is answered affirmatively but with numerous reserva- 
tions by Dr. M. Edward Davis and Dr. Arthur 
Seski, University of Chicago, writing in Surgery, 
Gynecology and Obstetrics, August 1948. First long- 
term research of reproduction in women 40 years 
and older, their study was made of the pregnancies, 
labors and recovery periods of 1,000 women delivered 
at Chicago Lying-In Hospital from 1927 to 1944. 
The results show: 

1. One out of four, three times the normal number 
of women, develop a toxemia of pregnancy—high 
blood pressure, dropsy, and kidney disorder. 

2. Hemorrhaging, four times the normal hospital 
incidence, is liable to occur. 

3. Three out of ten babies are delivered by cesarean 
section in comparison with a general hospital incidence 
of less than five per 100. 

4. Duration of labor approximates that of younger 
mothers. 

5. Premature babies weighing 1,500 to 2,500 grams 
are more than one and one-half times more frequent 
than in the normal hospital incidence. 

6. Infant death rate per 1,000 live births exceeds 
by 32 the hospital average for younger mothers. 
Babies weighing over 2,500 grams likewise fared less 
well in the group: of elderly women than in the 
general hospital group, and , 

7. The probability that a mother will give birth 
to an abnormal child is more than doubled for every 
five years after the age of 25. Six feebleminded cases 
were diagnosed in the study. 

The hazards which beset the woman and her baby 
when childbirth takes place at the end of the re- 
productive period are real, and result in increased 
morbidity and mortality for both, the doctors write. 

“While the woman of 40 years or older will have 
a healthy normal baby nine out of ten times, repro- 
duction has really been limited in the human race 
by nature to the first half of the life cycle,” they 
state. “Youth is the mother’s best ally.” 

In over 50,000 deliveries at Chicago Lying-In 
Hospital, the study shows only two women of 46 
and two women of 48 giving birth to children. In 
1,000 cases studied, the incidence of pregnancies in 
women 40 years and older as recorded by Drs. Davis 
and Selski is 1.94 percent. Eighty-three and two- 
tenths percent were women with one or more chil- 
dren; only 16.8 percent were women having their 
first child. 

Circulatory diseases exclusive of the toxemias 
of pregnancies, the investigators found, were three 
times as common in older women than in the general 
hospital group studied at Chicago Lying-In Hospital. 
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Since the incidence of toxemia in the group of older 
patients was also three times that of the hospital 
group, aging must also be important predisposing 
cause for the development of pregnancy toxemia, 
the cbstetricians believe. Pregnancy also influences 
another manifestation of aging—hypertensive and 
vascular disease, the study shows. 

Age, plus the complications of pregnancy in older 
women occurring with greater frequency because 
of age, determines the mode of delivery. Thirty- 
one and five tenths percent of the women in the 
study having their first child were delivered by 
cesarean section, whereas the hospital incidence is 
only 4.4 percent. The incidence of cesarean section 
in women with more than one child was likewise 
increased 13.3 percent. The increase, the study 
shows, results from the marked increase in the 
complicaticns of pregnancy, particularly the toxemias. 
Many of the patients were delivered prior to the end 
of pregnancy in order to halt the progress of the 
disease or to increase the likelihood of a living child. 

The duration of labor in women who deliver 
normally was approximately the same in both groups 
of patients. Aging did not alter the course of 
natural labor if length of labor is used as a guide. 

The study showed a total of 27 babies with 
malformations of one type or another, an incidence 
of 2.7 percent compared with 1 percent hospital 
incidence. 

“The more intelligent obstetrical management of 
patients the increased safety of cesarean section, 
and the use of antibiotics have decreased mortality 
phenomenally in recent years. These modern safe- 
guards help assure the woman who is having her 
baby in the latter stage of her reproductive period, 
a safe delivery and the greatest likelihood of a 
normal baby.” 


Toothbrushes in Common Use—Four out of five 
toothbrushes in use in a cross section of American 
homes are not suitable for toothbrushing and mouth 
hygiene, state A. O. Gruebbel and J. M. Wisan in 
Journal of the American Dental Association for 
September. This conclusion is based on a survey 
of 8,176 toothbrushes submitted by 1,929 families. 
Of these 80 percent were in need of replacement 
because of broken or bent bristles, matted bristles, 
or unsanitary condition. About one fourth of the 
unsatisfactory brushes were unsanitary because of 
caked dentifrice and food debris at the base of the 
bristles. It would seem that more emphasis on care 
of the toothbrush is needed in dental health education. 


CARE Packages for European Aid—Millions of 
Americans send food and clothing packages to friends, 
relatives, and members of special groups in Europe. 
To provide a safe, non-profit channel for sending 
aid to specified individuals abroad, leading American 
agencies—representing all religions and nationalities 
—formed CARE (Cooperative for American Re- 
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mittances to Europe, Inc.) approved by the U. S. 
Government and working under favorable agreements 
with countries abroad. Buying its supplies in 
huge quantities, CARE is able to supply and 
deliver its packages for less than the individual 
American could obtain its contents in his own 
neighborhood. For $10 CARE guarantees de- 
livery of a food, wool, or blanket package to 
designated addresses in many foreign countries, in- 
cluding Austria, Belgium, Czechoslovakia, Finland, 
France, Great Britain, No. Ireland, Greece 
Hungary, Netherlands, Poland, Japan, Italy, and 
Germany. Food package contains 21 Ibs. 10 oz. net, 
of soap and food, including meat, sugar, shortening, 
flour, dried fruits, dried milk, chocolate, coffee, egg 
powder, amounting to 41,000 calories. Wool package 
contains 344 yards of all-wool fabrics and accessories 
for home manufacture of clothing. Blanket package 
contains 2 army-surplus blankets, convertible into 
clothing, plus needles, thread, scissors, safety pins and 
buttons, also 2 pairs composition heels and soles for 
repairing shoes. Orders placed in U. S. are airmailed to 
designated countries and deliveries made from local 
CARE warehouses. Receipts, signed by recipient upon 
delivery, are mailed to purchaser. CARE packages 
are non-profit—contents alone would cost more than 
$10 at neighborhood store. Delivery is guaranteed 
within reasonable time or money refunded, protecting 
senders against overcharges, loss and theft. Address 
CARE, 50 Broad Street, New York 4, enclosing 
names and addresses of purchaser and recipient, plus 
check or money order for $10 for each package. 


Antibiotics in Treatment of Venereal Diseases— 
In a review of developments in venereal disease 
therapy Dr. Joseph Earle Moore, of Johns Hopkins, 
considers the value of various antibiotics: 

Gonorrhea—In acute or chronic gonoccocal in- 
fections a cure rate of 92 to 98 percent can be at- 
tained by any method which yields a measurable 
blood penicillin level for 6 to 8 hours. Widely 
employed currently is a single intramuscular in- 
jection of 300,000 units of penicillin in peanut oil- 
beeswax. The new relatively insoluble salts of 
penicillin, such as procaine or aluminum penicillin, 
are also expected to prove useful as they become 
available. To date genuine penicillin-resistant gonor- 
rhea has not been found. Streptomycin has been 
found to yield a 90-percent cure rate with a single 
intramuscular injection of 0.2 gm. in aqueous solution 
and a 100-percent cure rate with a single dose of 
0.3 gm. Other antibiotic agents, such as tyrocidine, 
fumigacin, and proactinomycin have an in vitro effect 
against the gonococcus but have not been studied 
clinically. 

Granuloma inguinale. Although penicillin is of 
little or no value in this disease, streptomycin is 
highly effective. In 90 patients treated with 21 gm. 
doses of streptomycin, healing of the lesions was 
rapid, Donovan bodies disappeared in about 6 days, 
and no serious toxic reactions were observed. 


Chloromycetin apparently has not been tried clinica). 
ly or experimentally. 

Lymphogranuloma venereum. Neither penicillin no; 
any other antibiotic has proved of definite vahy 
in this virus infection. 

Chancroid. Sulfonamides are the agents of choig 
in this disease, as against streptomycin which has 
some curative value, and penicillin, which is ineffec. 
tive in human chancroid. Tyrothricin is moderately 
effective in vitro but has not been clinically em. 
ployed. 

Syphilis. Studies indicate that crystalline peni- 
cillin G is the most desirable preparation in syphilis 
therapy. In animals, the effect of penicillin is en. 
hanced by the simultaneous administration of arsenic 
and bismuth, the penicillin being most effective when 
administered during fever rather than at normal 
body temperatures. Using amorphous penicillin 
treatment schedules, cases: studied showed a 20. 
percent failure rate at the end of year, as against 
only a 10-percent rate of failure from the use of 
48 million units of crystalline penicillin G in 
aqueous solution over an 8-day period. Penicillin 
seems to be clinically superior to metal chemotherapy 
in all types of neurosyphilis, clinical improvement 
depending upon the extent to which symptoms are 
due to inflammation rather than to degeneration. 
While penicillin alone is satisfactory in relatively 
benign forms of neurosyphilis such as acute syphilitic 
meningitis, a combination of penicillin and malaria 
therapy simultaneously administered may be superior 
in the more serious parenchymatous forms, such 
as paresis and tabies dorsalis. Streptomycin, how- 
ever, is almost completely ineffective in experimental 
syphilis, and bacitracin has produced a relapse rate 
of 50 percent, in addition to high degrees of renal 
irritation, in human. syphilis. 

Yaws. In a Haitian study, a 1- to 2-day course of 
penicillin of 1.2 million units of penicillin in oil- 
beeswax effectively healed lesions and produced 
serologic response somewhat less prompt and uniform 
than in early syphilis. Especially important from a 
public health point of view would be development of 
a successful 1-day treatment schedule for use in 
tropical countries where large numbers of patients 
must be treated on an ambulatory basis in rural 
clinics. For further details, see Dr. Moore’s article 
in Cincinnati Journal of Medicine May 1948. 


Fatal Home Accidents—Of 99,000 accidental 
deaths during 1946, one third occurred in and around 
the home—90 fatal accidents for every day in the 
year. To furnish information about specific circum- 
stances surrounding accidents in homes, the National 
Safety Council undertook an analysis of data in two 
areas which have been collecting detailed informa- 
tion on home accident deaths—Nassau County, 
New York, and the state of Kansas. The findings 
of this study provide a basis for accident prevention 
activities. A few highlights follow: 

Three out of every 5 accidental home deaths, it 


572 











Wie 


